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Second Edition 
URGERY : A TEXTBOOK FOR STUDENTS 
By CHARLES AUBREY PANNETT, B.Se., M.D., F.R.C.S. 
Professor of Surgery, University of London; Director of the 
Surgical Unit, St. Mary’s Hospital, London ; sometime member 
of the Court of Examiners, R.C.S. Eng., and Examiner to the 
Universities of London, Manchester, and Cardiff 
769 + xiv Price 27s. 6d. net, plus 1s. postage 
Extensively illustrated throughout text 
Hodder & Stoughton Ltd., 20, W arwick-square, London, E.C.4 
AREERS IN MEDICINE 
Edited by P. O. WILLIAMS, M.A. (Cantab.), M.B., 
B.Chir., M.R.C.P. 
With contributions from 49 eminent medical authorities . * 
Cr. 8vo 292 pages Price 15s. net, plus 8d. postage 
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= Medi ical Profession. 

. +. it should be in the hands of eve: 
and certainly should 
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Fifth Edition 
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1124 pages 440 illustrations 19 colour plates 3&7 7s. net 
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252 pages Price 10s. 6d. net, plus 6d. postage 


Demy 8vo 


“ As men and women G.P.s will gain much from reading these 
stories ; as doctors they will be in a better position to transmit 
to their patients some of the courage displayed by those anony- 
mous authors. An altogether admirable book.”— Medical World. 


Lancet Limited, 7, Adam-street, W.C.2 
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Provocative Doctor and Thinker 


Almroth Wright was one of the great pioneers. 
Fleming. 


through 
saw the truth cle-jy, undimmed by errors of training 


M HEINEMAIN - MEDICAL BOOKS: LTD 99 GREAT RUSSELL STREET LONDON WC1— 


ALMROTH WRIGHT »y LEONARD COLEBROOK, Frs 


His name will be linked with those of Pasteur, Koch, Ehrlich, and his own 
He was the modern father of immuno-therapy — that branch of medicine which started with Jenner and was 
gotten for a century until it was resuscitated by Wright himself at Netley when he discovered anti-typhoid inoculation. 
His Life, written by his friend and pupil Leonard Colebrook, gives a clear picture of the man. 
his intense longing to find methods to ease the world of pain, his altruism, his belligerency, his view of women’s suffrage, his 

skirmishes with his fellow countryman, Bernard Shaw, his contact with the Great War. 


ALiTHETROPIC LOGIC » Sit ALMROTH WRIGHT, mo scp Frs 


Presented by GILES J. ROMANES, MA MRCs DoMs 


life Sir Almroth was working out a system of logic which he felt would clarify men’s minds so that they 
mental outlook. 


We see him in all his moods; 


218s 


These studies are here presented posthumously. 
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“KI 
WITHOUT IRRITATION 


‘Fergon’ (ferrous gluconate) does not produce the gastro- 
intestinal disturbances often associated with iron therapy. 
This is particularly valuable in hypochromic anemia of 

pregnancy since patients who cannot tolerate other iron 
preparations are able to take ‘Fergon’ without discomfort. 
Absence of irritant effects also ensures maximum absorp- 

tion and utilisation of iron with a consequently rapid 


rise in the hemoglobin rate. 


PACKINGS: tablets gr. 5 in bottles of 100 and 
1,000 ; liqtid (6%), for infants and young children, 
in 4 oz. and 80 oz. bottle. 


* The reduced basic N.H.S. cost of one week’s 
treatment with ‘Fergon’ tablets is 8d. The basic 
N.H.LS, price of ‘Fergon’ liquid is 3s. per 4 0z.. 
bottle 


Medical literature and sample on request 


Trade Mark 


Manufactured in England by 
BAYER PRODUCTS LIMITED 
AFRICA HOUSE - KINGSWAY - LONDON W.C€,2 


Associated export company: WINTHROP PRODUCTS LIMITED, LONDON 
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A new treatment with rapid, 
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three times 
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Over six years of age - 2 tablets 
a day. 
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This daily dosage should 
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FOURTH EDITION 580 pages 


744 pages 222 illustrations 


MEDICAL 


PUBLICATIONS 


PHARMACOLOGY 
by J. H. GADDUM, Sc.D., F.R.S., M.R.C.S., L.R.C.P. 


* We have here a book which epitomises the best of British pharmacological teaching. —Tue PHARMACEUTICAL JOURNAL. 


89 illustrations 35s. net 


APPLIED PHYSIOLOGY 
by SAMSON WRIGHT, M_.D., F.R.C.P. 
With the collaboration of 
M. MAIZELS, M.D., F.R.C.P., and J. B. Jepson, M.A., B.Sc., D.Phil., A.R.I.C. 


‘ Postgraduate students and general practitioners will find it invaluable in systematizing their knowledge and bringing it up to date.’ 


NINTH EDITION 1206 pages 688 illustrations 4 coloured plates ae 
THE CLINICAL APPLICATION OF ANTIBIOTICS: 


PENICILLIN 
by M. E. FLOREY, M.D. 


*It will be an indispensable work of reference for anyone in difficulties over the use of penicillin or who wants to know what it may 
be expected to achieve in a given condition.’—-BRITISH MEDICAL JOURNAL. 


98 tables 84s. net 


OXFORD UNIVERSITY PRESS 


4 
Optimum Nutrition 


Although severe malnutrition 
is now seldom seen in this country, there 
are undoubtedly certain groups whose nutri- 
tional standard is low and whose general 
health could be improved with a better diet. 


The protective foods are more 
often neglected than the other foods by 
those whose diet is not based on sound 
principles. Marmite, a protective food 
supplying the B, vitamins, is a concentrated 
yeast extract which is economical as a dietary 
source of these vitamins. 


— MARMITE 


yeast extract 


contains 
Riboflavin (vitamin B,) | -5 mg. per oz. 
Niacin (nicotinic acid) 16°5 mg. per oz. 


Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on request 


The Marmite Food Extract Co., Ltd., 35 Seething Lane, 
5305 London, E.C.3 


HEALTH 
INFORMATION 
DIGEST 


We welcome it heartily 
as a new permanent recruit 
to the literature of Public Health 


THE MEDICAL OFFICER 


Price 5° 0’ per annum 
issued in Fanuary and Fuly 


obtainable from 


THE CENTRAL COUNCIL 
FOR HEALTH EDUCATION 
TAVISTOCK HOUSE, TAVISTOCK SQ., W.C.! 


or leading booksellers 
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LECTURES ON 
GENERAL PATHOLOGY 


EDITED BY 


SIR HOWARD FLOREY 
M.D., F.R.C.P4 F.R.S. 


NEW BOOK 


xiv 734 pp. 
344 illustrations. 
4 colour plates. 


PRICE 63s. NET 


“ This book is based on the lectures given to medical students at the Sir William 
Dunn School of Pathology, Oxford. It is designed to give a background to 
modern work and to indicate some of the conclusions that have been reached by 
use of experimental methods in the study of disease. Special attention is given 
to the effect of various kinds of injury. For example, the course of inflammatory 
and immune reactions to infection are dealt with at length, and the special 
characteristics of injury due to trauma and to radiation are also considered. 


| Although the lectures are designed for the medical undergraduate, it is thought 
that they may be of value to postgraduate students and to practising physicians 
and surgeons, as some of them give an insight into modern methods of research 
and reflect the ideas current among research workers. 


Descriptive leaflet available on request 


THE PRACTICAL MANAGEMENT 
OF PAIN IN LABOUR 
by W. D. WYLIE, M.B., M.R.CLP., F.F.A. 


{| This book contains far more than the essentials necessary for the manage- 
ment of pain in normal labour. It is based on both established knowledge and 
practical experience and in the widest sense is complete. It may, therefore, be 
used as a work of reference to the many aspects of pain relief in both normal and 
abnormal obstetrics. 


{ It is primarily written in the belief that the most desirable and safest results 
will be best obtained by co-operation between obstetrician and anesthetist : it 
will serve to help practitioners everywhere, who, either in domiciliary or hospital 
practice, find themselves concerned with the practical management of pain in 


obstetrics. 
xii + 148 pp. PRICE 18s. 6d. NET 
MICHAEL SERVETUS 


MICHAEL A TRANSLATION OF HIS GEOGRAPHICAL, MEDICAL AND ASTROLOGICAL WRITINGS, 
SERVETUS WITH INTRODUCTIONS AND NOTES. 


by CHARLES D. O’MALLEY, Stanford University. 


4] Michael Servetus, one of the most controversial figures of the 16th century, 
is known to English readers only through Earl Morse Wilbur’s translation of his 
De trinitatis erroribus and various renderings of the celebrated passage in the 
eg ee restitutio in which Servetus describes for the first time the circulation 
of the 


MANAGEMENT OF 
PAIN IN LABOUR 


i THE PRACTICAL 


42 illustrations. 


1953 BOOK 


TAVHOIW 


“| Professor O’Malley here gives translations of Servetus’ miscellaneous writings, 


cil including many of his diverting annotations on each of the editions of Ptolemy’s 
= Geography (1535 and 1541). Included in the book is a new and most excellent 
i rendering of the entire passage on the pulmonary circulation. 
Distributed for The American Philosophical Society 
1953 BOOK 208 pp. 7 illustrations. PRICE 21s. NET 


LLOYD-LUKE (Mepicat Books) LTD. 


MEDICAL PUBLISHERS & BOOKSELLERS 


49, Newman Street, London, W.1. Telephone: LANgham 4255 
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Breaking Point 


When taut overstrained nerves give 

way after prolonged emotional stress, 

the steadying and restorative properties 
‘BEPLETE” are especially valuable. 


Nervous tension is relaxed, and the impetus 


given to essential metabolic processes 


promotes an early return to full health. 


‘Beplete’ 4 neve preparation containing, 


Trade Mark 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1. 


factories in: 
GARESSIO - MiLAN 
TORRE ANNUNZIATA (Naples) 
BUENOS AIRES - SAO PAULO 
SANTIAGO de CHILE - LISBON 


Lepetit’s products are now 
on sale in 100 countries 


LEPETIT IN THE WORLD 


antibiotics 
chemotherapeutics 
vitamins 


antituberculous drugs 


Milano - Italy 
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Pioglas 
VITA-E 75 1.U. 


GELUCAPS 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


after the method used at the Shute Institute for Clinical and 
Laboratory Medicine, Canada. 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 
acetate) from vegetable oils, type VI, equivalent to 75 mgm, d.L rend 
tocophery] acetate. 


This therapy is today extensively prescribed in the U.K. 
Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


Tel. Address: “ BIOGLAN TOLMERS” Literature on request Phone: CUFFLEY 2187 


Safe and effective 
dual therapy 


cream and tablets 


for the rheumatic syndrome 
and myalgias generally 


Arthripax CPEAM  dcep penetration for local relief 


formula Glycol Salicylate 7.50%, Ephedrine Hydrochlor. 0.50%, 
Benzyl Salicylate 7.50°%, Menthol 1.00%, 
Terebene 7.50% Capsicin 0.08% 

cost Basic N.H.S. 1 oz. 1/5 plus 5d. P.T. 


arthripax tablets anaigesic . spasmolytic . antiphlogistic 


formula Mephenesin 1 gr. Salicylamide 5 grs. arthripax offers distinct advantagesin 
Dihydroxyaluminium glycinate 1h gers. 
A cost Basic N.H.S. 50 tabs. 3/4 plus 10d. P.T. the treatment of rheumatic disorders 


professional samples and literature on request 


CPL arthripax cream and tablets are freely prescribable on E.C.10 
CLINICAL PRODUCTS LTD - RICHMOND - SURREY 
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VENA 


KAYLENE-OL 


(brand of colloidal kaolin B.P. and liquid paraffin) 


in the treatment of Intestinal Sexemia, 


In the Ministry of Health’s comparative list Kaylene-ol is quoted at exactly 
the same price as the B.P. equivalent. 


All the products of Kaylene (Chemicals) Limited are in Category 2 
or Category 4 in the Ministry of Health's Classified List, 
and are therefore prescribable on Form E.C.10. 


Samples and literature on request. 


KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 


THE BROAD SPECTRUM AGENT 


* 

If you have not received a compli- 
mentary copy of “A Vademecum on 
Bismuth Therapy ”’, covering the uses 
of Bismuth and its salts in gastro- 
enterology, dermatology and various 
other conditions, please apply to 


IN SKIN DISORDERS 


[N a paper published in Practitioner 

(1953) 171, 549, an account is given 
of the unequalled value of Bismuth 
preparations in the treatment of skin 
disorders. The paper is the result of 
over 50 years’ experience in which 
various Bismuth preparations have 
been found of value in over 25 skin 
conditions. 


MINING & CHEMICAL PRODUCTS LIMITED 


BISMUTH RESEARCH DEPT. 


86 STRAND, LONDON, W.C.2 
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THYROPHEM 


TABLETS 


A preparation in new form for use 
under medical advice, in the treat- 
ment of adiposity. 


EACH TABLET CONTAINS 


® Write for Literature and samples :— 


Telephone : Telegrams : 
CLERKENWELL ARMOSATA-PHONE "’ 
9011 LONDON 


Dextro-Amphetamine Sulphate 5mgm 
Thyroid B.P. Gr. }. 


Packed in bottles of 50, 100, 500 
and 1000. 


THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD) 


LINDSEY STREET, LONDON, E.C.1 


EPHAZONE 
tablets 


Rational, symptomatic 


treatment in 
ASTHMA AND BRONCHITIS 


Each tablet contains Ephedrine, 
the important anti-spasmodic for 
bronchial spasm, Theobromine, for 
its relaxing effect on the bronchial 
muscle and for stimulation of the 


coronary circulation, Phenazone, for 
its soothing effect on the higher 
centres, and Calcium gluconate, a 
readily absorbable calcium salt, for 
diminishing capillary permeability 
and checking the secretion of mucus. 

These active ingredients, with 
complementary effects in bronchial 
asthma are presented in the follow- 
ing proportions in the ‘EPHAZONE’ 
Tablet: 


Ephedrine hydrochloride - - } grain 
Theobromine - - - - - 3} grain 
Phenazone - - - - - - Igrain 

- } grain 


Calcium gluconate - - - - 
This preparation is sanctioned for 
prescription under N.H.S. 


Please write for sample and descriptive leaflet 


EPHAZONE LTD 


59 BROOK ST., LONDON, W.I 
TEL: MAYFAIR 5496 


[APRIL 3, 1954 
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SUPPLEMENTING NATURE... 


The combination of bile salts and pancreatic 
enzymes in FELOPAN stimulates normal! 
peristalsis and readily relieves chronic constipation. 
The two forms of FELOPAN—with and 


without mild laxatives—provide the complete treat- 


ment for breaking the cathartic habit and 


correcting intestinal indigestion. 


FELOPAN contains: Ext. Fel Bovini B.P.C. 


13 gr. Pancreatin B.P.C. } gr. Excipients qs. 
and is supplied in bottles of 100 ORANGE-coated 
tablets. 


FELOPAN COMPOUND 


Strychnine Hyd. B.P. 1/200 gr. Ext. Bellad. 
Sicc. B.P. 1/40 gr. Aloin B.P. 1/5 gr. Ext. Fel 
Bovini B.P.C. | gr. Pancreatin B.P.C. 3/10 gr. 


Phenolphthalein B.P. 4 gr. Excipients q.s. 
Lit I ! les gladly suppl 

and is supplied in bottles of 100 BLUE-coated 

tablets. 


a supplementary source of bile 
salts and pancreatic enzymes 


COATES & COOPER LTD PYRAMID WORKS, WEST DRAYTON, MIDDX. 


REGISTERED 


A GENERAL STIMULANT FOR 
THE CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increas- 
ing the patient's appetite, we consider Amphetone unique. It com- 
bines for the first time, Dexamphetamine Sulphate and Strychnine 
with Glycerophosphates and members of the Vitamin B Group. The 
Dexamphetamine provides the convalescent with an immediate feeling 
of well-being, this being followed by the well-known tonic effects of 
the other medicaments. Clinical reports have been excellent. 


FORMULA 
D h i 


Pp Sulphate B.P.C., 1/12 grain: Strychnine Hydrochloride 
B.P., 1/60 grain: Calcium Glycerophosphate B.P.C., 2 grains: Sodium 
Glycerophosphate B.P.C., 2 grains: Aneurine Hydrochloride B.P., 1/30 
grain: Nicotinamide B.P., 1/4 grain: Riboflavin B.P., 1/60 grain: Syrup 
of Blackcurrant B.P.C., 2 fluid drms.: Water, to | /2 fluid ounce. 


[POISON] 


Available in bottles containing 10, 20 and 80 fluid ounces. Professional prices 4/6, 9/3 and 
/6 each. Samples available on request, 


JAMES WOOLLEY, SONS & CO. LTD. 
VICTORIA BRIDGE - MANCHESTER - 3 
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and a strong pull 


—is just another way of saying ‘Avloprocil’. 


Three ‘Avloprocil’ preparations are available, each possessing 


the outstanding dual advantage of high potency and 


prolonged effect. Their use is indicated wherever a sustained 


therapeutic level of penicillin in the blood is required. 


‘Avloprocil’ 


PROCAINE PENICILLIN PREPARATIONS 


{[MPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
A subsidiary company of Imperial Chemical Industries Limited WILMSLOW, MANCHESTER 


Ph.445 
9 


Aqueous Suspension (A.S.) 
—procaine penicillin G in sterile 
aqueous suspension, ready for im 
jection. 


Non-Aqueous (N.A.) 

—the procaine and potassium salts 
of penicillin G, as a specially pre- 
pared dry powder which forms an 
aqueous suspension immediately 
sterile water is added. 


Oily Injection 

—a sterile suspension of procaine 
penicillin G in arachis oil. with 2% 
aluminium stearate. 
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... discreet, practical 


complete prescription 
Sor dependable 


conception control 


containing : Ortho-Gynol vaginal jelly 
Ricinoleic acid and 
p-Diisobutylphenoxypolyethoxyethanol 
in a vegetable gum base buffered at pH. 4.5 


Ortho-Creme vaginal cream 


Ricinoleic acid and sodium lauryl! sulphate 
in a cream base buffered at pH. 5.8 


Ortho Diaphragm 


and matching 


Ortho Diaphragm Introducer 


in washable, elegant and durable zipper bag of plastic yarn 
LITERATURE ON REQUEST 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE BUCKINGHAMSHIRE ENGLAND 


Ortho 
10 
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Clinical samples and 
Kterature are avail- 
able on request from 
the Medical Research 
Department. 


NAPHTHIONIN 


enous 0 i e an 
jbit haemorrhage  natients 


tatic for intrav 
j jon. 


tion i ent 
of g after surgical interve above norma’ 
contro: 


THROMBIN (Maw) 


A haemostatic for topical use in surgical and dental 
procedures for the immediate arrest of haemorrhage. 
Of particular value in conjunction with plasma as 
a physiological adhesive in plastic and cosmetic surgery. 


THROMBORAL 


A preparation of suitably buffered Thrombin for oral 
administration in the treatment of gastric haemorrhage, 
oesophageal varices and kindred conditions. ° 


THROMBOPLASTIN (Maw) 


For reagent use in the laboratory determination of the 
prothrombin time in anticoagulant therapy. 


HEPARIN (Maw) 


A pure pyrogen-free preparation. For conditions of 
thrombosis, thrombo-embolism, etc., the anti- 
coagulant of choice. 


An agreement has been completed under which 
the products of Laboratories OM of Geneva 
are now prepared and distributed in Gt. 
Britain and Northern Ireland solely by 
S Maw Son and Sons Limited., 
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ETHICAL PRODUCTS 


S MAW SON AND SONS LIMITED 
BARNET ENGLAND 


a 
a 
whose DIe 
of haemorrhage. It enables such patients to be protes 
a from the risk of haemorrhage during operation, and during : 
the post-operative period. 
"oe Naphthionin reduces clotting and bleeding times by about a 
Tolerance js excellent even where considerable or 
prolonged dosage 35 indicated. Supplied in boxes of : 
2x 10 cc. ampoules. 
. 
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A NEW approach to an old problem 


Restores normal bowel function 
without use of liquid paraffin 


Safe for patients of all ages 


Blandlax is efficient 


BLANDLAX is a liquid preparation of prehydrated 
sodium carboxymethylcellulose, incorporating a sub- 
laxative dose of magnesium hydroxide. It prevents 
undue faecal dehydration, encourages the restoration 
of normal bowel function, and is soothing to inflamed 
mucosa. 


Blandlax is safe 


BLANDLAX is not habit forming; it contains no 
mineral oil or purgative and, therefore, cannot 
cause “leakage” or griping. It is devoid of the 
disadvantages associated with the administration 
of dry preparations of carboxymethylcellulose. 
With its agreeable flavour and creamy consistency, 
BLANDLAX is pleasant and easy to take. 


Indications 


BLANDLAX is specifically indicated in the 
treatment of constipation associated with colitis, 


hemorrhoids, pregnancy, peptic and duodenal 
ulcer, etc. 


Supplied in bottles of 8 fl. oz. 16 fl. oz. & 80 fi. oz. 
Retail prices 2/6d., 4/6d. and 18/-. 


All subject to the usual discounts. 


Descriptive literature obtainable 
from The Medical Department 
Boots Pure Drug Co. Ltd. 
Nottingham, England 


ID 


3 | 
We 
3 | 
BLANDLAX 
SS 
ee 
12 


THE LANCET GENERAL ADVERTISER [AprIL 3, 1954 


AVAILABLE 


Tue Lancet} 


‘FURACIN’ SOLUBLE DRESSING 


For the treatment and prevention 


of INFECTION in WOUNDS, BURNS, 
ULCERS, etc. 


(TRADE MARK) 


the potent antibacterial specifically for local application 


‘ Furacin’ Soluble Dressing in I and 2-oz. 


Active against all the common 


contaminants of wounds, burns, etc. tubes, and 4 and 16-oz. jars 
No risk of drug-resistance 
‘ Furacin’ Solution in 2, 4 and 16 fl. oz. 
No interference with healing or bottles 


‘take’ of skin-grafts 
Active in the presence of blood, pus, ‘ Furacin’ Ear Solution in 1 fl. oz. bottles 


faeces, etc. with dropper 
For cost to N.H.S., please see M. & J. list of costs dated October 1953 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5, ENGLAND 
13 
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Nulaein 


CLINICAL STUDIES IN THREE CONTINENTS 


een STUDIES on the use of NULACIN tablets in the 
control of gastric acidity were reported in 1952.* 

Now, further clinical studies, recently published in 
Australia, the United States, and Great Britain,t confirm 
the value of NULACIN. 


INDICATIONS 


NULACIN tablets are indicated whenever neutralization of the 
gastric contents is required:—in active and quiescent peptic 
ulcer, gastritis, gastric hyperacidity. 

NULACIN provides control of gastric acidity comparable with 
that obtained with intragastric milk alkali drip therapy and is a 
most convenient and effective form of treatment for bed and 
ambulatory patients. 


DOSAGE: Beginning half-an-hour after food, a NULACIN tab- 
let should be placed in the mouth and allowed to dissolve slowly. 

During the stage of ulcer activity, up to three tablets an hour 
may be required. For follow-up treatment, the suggested dosage 
is One or two tablets between meals. 


NUuLACIN tablets are not advertised to the public and have no 
B.P. equivalent. May be prescribed on E.C.10. The dispensing 
pack of 25 tablets is free of Purchase Tax. (Price to pharmacists 
... 2/-.) Also available in tubes of 12. 


NUuLACIN tablets are prepared from whole milk combined with 
dextrins and maltose, and incorporate Magnesium Trisilicate 
3.5 grs.; Magnesium Oxide 2.0 grs.; Calcium Carbonate 2.0 grs. ; 
Magnesium Carbonate 0.5 grs.; Ol Menth. Pip. q. s. 


REFERENCES: 


*The Control of Gastric Acidity, Brit. Med. J., 180-182, 
26th July, 1952. 


*Medical Treatment of Peptic Ulcer, Med. Press, 195-199, 
27th February, 1952. 

tThe Effect on Gastric Acidity of “*Nulacin” Tablets, Med. 
). Aust., 823-824, 28th November, 1953. 

tControl of Gastric Acidity by a New Way of Antacid 
Administration, }. Lab. Clin. Med., 42:955 (1953). 


+ Further Studies on the Reduction of Gastric Acidity, Brit. 
Med. J., 183-184, 23rd January, 1954. 


NULACIN is available from Horlicks in 
U.K. + U.S.A.» CANADA AUSTRALIA NEW ZEALAND 
CEYLON + MALAYA + INDIA 
4 sanssnees and is also distributed in most other countries 

fe throughout the world. 
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Gasraic Amacrsis 


Superimposed gruel fractional test-meal curves of 
five cases of duodenal ulcer 


WULAGIN 

+ 

3 


—— freetcL 
Amacysis 
Same patients as in Fig. 1, two days later, showing 
the striking neutralizing effect of sucking Nulacin 
tablets (3 an hour). Note the return of acidity 
when Nulacin is discontinued. 
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*} HORLICKS LIMITED, Pharmaceutical Division, Slough, Bucks. 


iv 
t 
701 298) 
} 
| / 
201.073) 
Bron 
% ) Eff 
tum: 
= 
mol 
take 
@ 
(\ 
LAG 
it a] 
Dosage: 
| 


THe Lancet] THE LANCET GENERAL ADVERTIS 


ER [Aprit 8, 1954 


AN EFFECTIVE 


Effective diuretic therapy by oral administration is now made possible by MERCLORAN. One tablet three 
times daily, equivalent to 30 mg. mercury, is usually sufficient to keep cardiac patients free from oedema. Where 
more intensive treatment is needed MERCLORAN, being well tolerated by the majority of patients, can be 
taken more often and in increased doses. The need for injection is thus frequently eliminated. 


In severe cases, it is often desirable to initiate treatment parenterally, in which case 
the chemically related compound MERCARDAN (meralluride Sodium U.S.P.) is available. 


MERGLORAN 


he: PARKE, DAVIS & COMPANY, LIMITED (Inc. U.S.A.) HOUNSLOW, MIDDLESEX. Telephone: Hounslow 2361 
570 
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for symptomatic relief of 


Benazma 


(Linctus anti-asthmatic, Bencard) 


Benazma is a pleasantly aromatic linctus 
for the symptomatic relief of asthma. 

It contains pseudo-ephedrine, an alkaloid 
that relaxes bronchial muscle in the same 
way as ephedrine but with a minimum 
of vasopressor activity and other side-effects. 
The formula, presented in a syrup base, 
includes stramonium to help maintain 
normal cardiac function, and codeine to 
minimise undue nervous stimulation and 
to depress the cough centre. 


Bottles of 8, 20 and 80 Fluid ounces 


“ap Benazma 


Cc. L. BENCARD LTD., PARK ROYAL, LONDON, N.W.10 
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NEOMYCIN-GRAMICIDIN OINTMENT 


for superficial infections 
of the skin, eye 


and ear 


GRANEODIN Ointment is indicated for topical application 
to non-extensive areas of the skin without 
sensitising patients to those antibiotics used orally 


or parenterally for more serious diseases. 


Literature and samples gladly sent on request. 


SQUIBB 


E. R. SQUIBB & SONS, 17-18 OLD BOND STREET, LONDON, W.! Tel. HYDE PARK 1733 
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The general indications for Veganin are 
summarized in the triad PAIN — PYREXIA — 
EXCITEMENT. Corresponding to these are the three 
constituents of Veganin — acetylsalicylic acid, 
phenacetin and codeine ; and the three main effects 
that they produce — analgesia, antipyresis and 
sedation. In practice, it is as hard to separate one 
indication from another as it is to 
consider the action of each constituent 
individually. They act synergistically 
on a myriad of symptoms. 

PACKING: 

Supplied in tubes of 10 


and 20 tablets. Alsoavail- 
able in bulk packages of 


100 and 500fordispens- 
ing only; not subject to : 

P.T. on prescription. oe 
Each tablet of 10.4 gr. 


contains acid & 
acetylsalicyl. 250 mg. 
phenacetin 250 mg. 
codeine phos. 10 mg. 


VEGANIN | 


No Warner preparation has ever © 
been advertised to the public. 


WILLIAM R. WARNER & Co. Ltd., 
Power Road, London, W.4. 
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A new development in the treatment of 


MOUTH AND THROAT 
INFECTIONS 


BRADOSOL 


ANTISEPTIC 
LOZENGES 


Bradosol is a potent quaternary ammonium bactericide 
and fungicide, effective in extreme dilution against 


most pathogenic organisms causing 
SORE THROATS 


@ Well tolerated and virtually non-toxic 
@ Does not produce resistant strains 
@ Effective against fungi 


@ Does not contain potentially toxic local anaesthetics 


Tubes of 20 Lozenges 
Each lozenge contains 0.5 mg. 8-phenoxy-ethyl-dimethyl-dodecyl 


ammonium bromide. 


CUBA 


* Bradosol' is a registered trade mark. Reg. users 


CIBA LABORATORIES LIMITED 


HORSHAM - SUSSEX 
Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 
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CHEMOTHERAPY OF TUBERCULOSIS 
‘ a and !soniazid is now fully recognized as a major therapeutic measure 


against all forms of tuberculosis. 


Aminacyl 


BRANO 


‘Aminacyl’ PAS products, with the exception of the 
Granulate (Ca PAS only), are available as either Sodium 
PAS B.P. or as the Calcium Salt. 


They include whatever commonly used forms may be 
prescribed in terms of physicians’ choice and patients’ 
preference — 


PACKS: Cachets 1.5 ¢. 
2.0 g. 400’s 
Dragées 0.5 g (plain) 250’s 1,000’s 
0.75 g. (enteric-coated) . 250’s 1,000’s 
Bulk Powder... Skg. 


Granulate (Ca PA s 7 400 g. 2,000 g. 


(Calei 
um 
Aminacyl B-PAS 
BRAND 

This new modification of PAS has the advantage of providing 
therapeutic effect comparable with that of Na and Ca PAS, 


but with smaller dosage. Furthermore, it is completely non- 
toxic, and is almost completely tasteless. 


. PACKS: ‘Aminacyl’ Ca B-PAS Powder: Tins of 150 and 500 
a envelopes each 3.5 g. 


‘Aminacyl’ Ca B-PAS Cachets: Tins of 80 and 400 x | g. 


‘Aminacyl’ Sodium B-PAS Cachets are also available in 
tins of 80 and 400 « 1.5 ¢. 


‘Pasinal’ combined PAS/INAH Cachets 


BRAND 


for convenient prescription of PAS and Isoniazid concurrently 
‘PASINAH’ Cachets each contain 1.5 g. Na PAS (Sodium 
p-Aminosalicylate B.P.) and 17 mg. Isonicotinic Hydrazide. 


PACKS: Standard Tins of 100 and 500. Details of institutional 
quantities on request. 


Further information from the Medical Dept. 


Bien A. WANDER LIMITED ~ 


42 Upper Grosvenor St., London W.1. Phone: GROsvenor 3931. 
CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A. Wander Ltd., Devonport, Tasmania. 
NEW ZEALAND: A Wander Ltd., Christchurch. INDIA: Grahams beg Co. (India) Ltd., 16 Bank Street, 
Bombay. PAKISTAN: Grahams Trading Co. (Pakistan) Ltd., P.O. Box 30, Karachi. CEYLON: A. Baur 


& Co. Ltd., Colombo. 
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The new SAFE SELECTIVE Antibiotie 


NOW AVAILABLE IN TWO FORMS 


LLOTYCIN: 
BRAND 
OF 


ERYTHROMYCIN. / 


‘ILOTYCIN’ PAEDIATRIC SUSPENSION — the safe antibiotic 
suspension for children. Each 5 cc. (large teaspoonful) contains 100 mg. 
*Tlotycin.. Average dose 50 mg. per stone bodyweight 3 or 4 times 

daily. Supplied as dry granules, in bottles to produce 60 cc. of 
flavoured suspension. 


*‘ILOTYCIN’ TABLETS—each containing 100mg. Average dose 3 
tablets every six hours. Supplied in bottles of 24 and 100 specially 
coated tablets. 


* Effective against the most common pathogenic organisms — 
Staphylococcus, Streptococcus, Pneumococcus 


%* Effective against resistant strains. No cross resistance with 
other antibiotics 


*% No contra- indications — Negligible effect on B. coli 
group — No toxic diarrhoeas 


* No nitro-group in molecule— No alteration in normal 
blood picture. 


| the ORIGINATOR of Erythromycin 


ELIE LILLY AND COMPANY LIMITED - BASINGSTOKE - HANTS 
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RELIEF /JN DRUG 
SENSITIVITY 


Drug sensitization is rapidly becoming a problem of great importance. Quite 

4 , 3 number of the more valuable modern drugs such as penicillin and strepto- 
A N T H | ie A N mycin may produce a sensitivity, and the doctor must necessarily consider 
the risks of sensitization in relation to the nature and severity of the condition 

= being treated. The decision to continue with the existing treatment in unduly 

susceptible subjects or to change over to another, and possibly less effective 


drug, may be a difficult one to make. The doctor will be influenced by his 
ability to prevent or to relieve such reactions. 


“ PH EN t RG AN ’ Promising results have been obtained with the antihistamine preparations 
‘Anthisan’ and ‘Phenergan’, in the symptomatic control of certain reactions 


trade mark 
MEPYRAMINE MALEATE 


the rapidly-acting antihistamine 


trade mark brand arising from administration of antibiotics, insulin, liver extracts, sulphon- 
PROMETHAZINE HYDROCHLORIDE amides and many other drugs. 
a potent antihistamine with prolonged 
action Drug Tariff Basic Costs (for dispensing packs) 

D MEDICAL PRODUCTS ‘ hisan’— 24x 50 mgm. tablets......... 1s. 34d 10 x 2 c.c. ampoules ot 

24 x 100 mgm. tablets ...... 1s, 8d solution...5s. Od 
2 fh. OF, CLIT 8id 

‘ Phenergan ’— 24 x 10 mgm. tablets......... 2s. 11d 10 x 2.c.c. ampoules of 

24 x 25 mgm. tablets......... 3s. 44d solution...8s, 4d 
Manufactured by ls. Id 
MAY & BAKER LTD Detailed literature available on request 

MAI319 


Distributors PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD + DAGENHAM 
22 
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In many respects 
‘THE SAFEST among the 
potent hypotensives 


a unique alkaloidal extract of Veratrum viride 


* lowers blood pressure by vasorelaxation independent of 
vagomotor effect 


* no ganglionic or adrenergic blocking 

© no danger of postural hypotension 

* cardiac output is not reduced 

* no compromise of renal function 

* no decrease of cerebral blood flow 

* tolerance or sensitivity rarely develops 

* can be given over long periods without loss of efficacy 


now in a new and highly 
advantageous dosage form... 


WHAT RAUWILOID IS 
Rauwiloid represents 
the standardized alka- 
loids of Rauwolfia 
serpentina, each batch 
being tested in dogs 
for hypotensive, brady- 
cardic and sedative 
effects. 


RAUWILOID + VERILOID 


The addition of Rauwiloid (1 mg.) to Veriloid (3 mg.) in one 
tablet presents unique advantages. Rauwiloid, a mild hypotensive 
producing virtually no side-effects, leads to desirable moderate 
bradycardia, a feeling of calm tranquillity, and rapid semission of 
symptoms. It apparently potentiates the powerful hypotensive 
action of Veriloid, thus making it possible to obtain marked 
reduction of blood pressure from lower doses of Veriloid with 
less likelihood of side effects. 

The initial dose is one tablet taken three times daily at intervals 
of not less than four hours, preferably after meals. Once the effect 


of Rauwiloid is established the dosage should be increased according to the individual’s response. 
Whereas some patients may require as many as two tablets four times a day, the average 
‘requirement of Rauwiloid + Veriloid is one tablet four times daily. 


RIKER LABORATORIES LIMITED 


29 KIRKEWHITE STREET, NOTTINGHAM 


“RAUWILOID” and “VERILOID” are Registered Trade Marks 


3, 1954 


Registered Users: 
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Speeding recovery 


Almost every illness leaves behind it the problem of enervation. In Metatone the 
appetite-promoting properties of Vitamin B, are combined with the toning influence 
of the glycerophosphates upon the nervous system. Pleasant-flavoured Metatone 
can be given safely during pregnancy and lactation 
and is also an excellent tonic for children. 


FORMULA 
Each fluid ounce of Metatone contains: 


Calcium Glycerophosphate . 4 gr. 
Potassium Glycerophosphate 4 gr. 


Sodium Giycerophosphate . 2 gr. 
Manganese Glycerophosphate 4 gr. 


PARKE, DAVIS & Company Limmited nc. usa Glycerophosphate  8/200gr. 
HOUNSLOW, MIDDLESEX  Tel.: HOUnslow 236] 


24 


‘Ie 
é 
ved, 
‘ 
a 
7 
4 
‘ 
|_| 


Tue Lancer] THE LANCET GENERAL ADVERTISER [APRIL 3, 1954 


* 


*AEROSPORIN’ brand Otic Solution, which 
is now available, is a specially formulated pre- 
paration of ‘Aerosporin’ brand Polymyxin B 
Sulphate, an antibiotic highly and rapidly bac- 


tericidal to many gram-negative organisms and 


NEW.. 
for the 


eradiwation of 


pre-eminent against Pseudomonas pyocyanea. 
‘Aerosporin” Otic Solution is therefore of 
specific value in otitis externa and chronic otitis 
media due to Ps. pyocyanea (Ps. aeruginosa). 


The occurrence of this organism has become 


more apparent since the introduction of penicillin 


gram-negative organisms or the fungi present 


Pseudomonas 
[nfection in 
Otitis 


in Otitis. There is evidence that the fungi also 
are susceptible to ‘Aerosporin ’. Bacterial resist- 
ance to ‘ Aerosporin’ has not been reported. 
*Aerosporin’ Otic Solution is markedly hygro- 
scopic and has a low surface tension, giving 
optimal conditions for an adequate concentration 
of the antibiotic at the site of infection. It is 
issued in bottles of 10 c.c. with dropper at 9/6, 
subject to usual discount. Each c.c. contains 


* 
* 
* 
* 
* 
* 
* 
* 
* 
* 
* 
* 
* 
* 
* therapy, which has little or no effect on the 
* 
* 
* 
* 
* 
* 
* 
* 
* 
* 
10,000 units of polymyxin B sulphate. 
* 
* 


Otic Solution 


bal BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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When youthful energies are unaccountably 
mislaid—what then ? 

Then, of course, a genuinely nourishing tonic 
can help—a tonic such as Minadex. 

Minadex is the ideal spring tonic. It combats 
fatigue, and fortifies resistance to infection. And 
its delicious orange flavour appeals especially to 
children, ensuring that regular doses ar 
willingly taken. 


Syrup MINADEX 


Trade mark 


Mineral-vitamin tonic 
— 6 oz. and 12 oz. bottles. 


... and when conventional remedies fail 


oral Biz may be the answer .. . 


* 
CYTAG 0) N Why are so many doctors now prescribing Cytacon ? 


Because vitamin B,, by mouth is proving such a staunch 
ally in improving the appetite and general “well-being” 
of infants, children and convalescents—when 

) conventional tonics have failed. 
TABLETS (10 micrograms): 50, 500 
TABLETS (50 micrograms): 25, 250 Cytacon is available in tablets of two potencies and as a 


LIQUID (25 micrograms per fluid drachm): pleasantly flavoured liquid. 
bottles of 6 fluid ounces. 


Trade mark 


oral vitamin B,, 


* Again reduced in price 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 \// 
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SPONDYLOSIS 
THE KNOWN AND THE UNKNOWN * 


Sir RussELL Brain 
M.A., D.M. Oxfd, LL.D. Wales; P.R.C.P., F.R.C.P.E., 
¥.R.C.P.I. 


TO THE LONDON HOSPITAL AND TO MAIDA VALE 
HOSPITAL FOR NERVOUS DISEASES 


With illustrations on plate 


I HAVE chosen to talk about a particular kind of 
intervertebral disc lesion for several reasons. Degenera- 
tion of the intervertebral discs is responsible for a very 
large amount of pain, suffering, and disability, which 
ranges from episodes which, however painful, are com- 
paratively short-lived, though they may be recurrent, 
to permanent incapacity of the most severe and disabling 
kind. Moreover, intervertebral disc degeneration is, on 
the whole, a disorder of the second half of life, occurring 
particularly in the fifth and sixth decades; hence, as 
we have an ageing population, it is steadily increasing in 
frequency and in social importance. 

My interest in the subject has been primarily concerned 
with the effects of the disc degeneration upon the nervous 
system ; but the neurological manifestations, of course, 
are end-results, which often declare themselves only after 
the disc lesion has been present for many years ; so if we 
are to prevent these most disabling consequences of disc 
degeneration we must know far more than we do about 
the etiology of both. For even when the disc degeneration 
has already occurred and brought the patient to the 
doctor on account of pain in the spine or its effect upon 
the nerve-roots or the spinal cord, we still know far too 
little about what is really happening, and often we have 
not sufficient knowledge upon which to base a rational 
therapy. Our problem, then, is to correlate the patient’s 
symptoms and signs with the radiological appearance of 
the affected portion of the spine and both with the 
pathological changes which are responsible for the 
symptoms. For example, the patient’s symptoms may 
be acute and severe, yet it may be difficult to detect 
any X-ray abnormality. At the other extreme are patients 
with gross radiological changes but no symptoms at all. 
In between fall patients who seem at first sight the easiest 
to understand—namely, those who have chronic symp- 
toms associated with chronic changes as shown by the 
X rays ; but it is equally likely that another patient with 
X-ray films which show apparently similar chronic 
changes will come to the doctor because of symptoms 
which are acute. These discrepancies, which could easily 
be multiplied, show how difficult it is in many cases to 
form an opinion as to the precise nature of the patho- 
logical change which is responsible for the current symp- 
toms ; and without that knowledge treatment must be, 
as we must admit it often is, largely empirical. Hence 
the differing views about the value of, and indications 
for, physiotherapy of various kinds, immobilisation, 
traction, manipulation, and operation. 


PHYSICIAN 


Nomenclature in Relation to Pathology 
I do not propose to deal with those lesions of the 
intervertebral dises which are produced by their invasion 
by neoplams or by infection: I shall confine myself to 


the changes which have come to be grouped under the- 


term ‘‘ spondylosis,’’ which, of course, implies that the 
lesions are degenerative and not inflammatory. This 
term, however, is itself deceptively simple, if it is taken 
to mean that we are dealing with a single pathological 


*The Heberden Oration for 1953, delivered before the 
Heberden Society in London on Dec. 4. Published 
also in the March issue of the Annals of the Rheumatic 
Diseases. 
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process ; and current terminology reflects the confusion 
in our ideas about the pathogenesis of what is called 
spondylosis. Sometimes the term “ herniation’ of the 
intervertebral discs is used and sometimes the term 
‘*protrusion’’; and it is widely believed that the 
two are synonymous. Frykholm (1951b) points out 
that 


“ 


. .. the large amount of data available concerning the 
thoraco-lumbar discs cannot .. . be used indiscriminately 
to explain the pathologic condition affecting the cervical 
discs. The two groups differ too much both anatomically and 
with regard to the forces to which they are subjected. This is 
also apparent from the fact that in the cervical region soft 
nuclear herniations, similar to those in the lumbo-sacral 
region, are relatively infrequent compared to the hard and 
calcified types.” 


Nevertheless I believe that the pathological classification 
of cervical disc protrusions which Frykholm has himself 
proposed is equally applicable to intervertebral disc 
protrusions occurring lower in the spine, provided 
suitable qualifications as to their pathogenesis are 
introduced. 

In 1948 I suggested (Brain 1948) a distinction between 
two main types of intervertebral disc protrusion—(1) 
nuclear herniations and (2) ‘annular protrusions—and 
this has been confirmed by Frykholm. 


Nuclear herniation probably starts with swelling of 
the nucleus. The annulus, which is encroached upon by 
the expanding nucleus, undergoes fibrillary degeneration. 
Its inner fibres emerge with the nucleus while its outer 
fibres disintegrate, as the result of which nuclear material 
may be extruded into one or other intervertebral 
foramen, or more dorsally. Bull (1948) has calculated 
that the total volume of the nucleus pulposus in the 
cervical region corresponds to that of a red currant. 
Theoretically, therefore, this would be the maximal size 
of a complete nuclear herniation. Frykholm points out, 
however, that the mass always contains fragments of 
the annulus, and in addition it has a tendency to grow 
in size through a process of metaplasia and the addition 
of new tissue. The nuclear material is replaced by 
fibrous and cartilaginous elements and may show evidence 
of inflammatory reaction. Calcification or ossification 
may supervene. The mass finally presents the appear- 
ance of a well-defined tumour. 

The production of an annular protrusion is different. 
Owing to various factors, of which age is probably 
the most important, the intervertebral disc becomes 
dehydrated and loses its elasticity. As a result it col- 
lapses and the annulus bulges in all directions. Local 
bulgings may also occur at some point if the fibres of 
the annulus are less resistant. The protruded material 
becomes vascularised and its fibrous elements are 
increased in the same manner as in the nuclear herniation. 
Similarly the added tissue increases the size of the original 
protrusion, and again calcification or ossification may 
occur. 

So far we have been describing the alterations which 
occur in the intervertebral discs themselves, but the ° 
impairment of their normal functions leads to reactive 
changes in the bodies of the adjacent vertebra, These 
are stimulated to new bone formation—i.e., the produc- 
tion of the osteophytes which tend to fuse with the dise 
protrusions. Frykholm distinguishes two types of osteo- 
phytes: the one which is produced in the manner just 
described he calls marginal lipping, which may be either 
localised or affect the entire circumference of the vertebral 
margins. Ventral spurs, on the other hand, are anatomic- 
ally related to the anterior longitudinal ligaments, and, 
according to Schmorl (1929), they are the result of 
increased strain on this ligament, the fibres of which are 
firmly attached to the vertebral margins. Furthermore, 
the collapse of a dise also results in subluxation of the 
corresponding intervertebral joints with secondary 
osteophyte formation on the articular processes, which 
leads to further narrowing of the intervertebral foramina. 
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If, as I believe, this account is fundamentally correct 
it follows that ‘intervertebral dise protrusion’’ is a 
name applied to two conditions which are pathologically 
distinct: one type of protrusion is the product of a 
nuclear herniation while the other is not a herniation but 
an annular protrusion. A nuclear herniation which has 
occurred acutely and which is observed before it has had 
time to harden may be relatively soft : later, calcification 
and ossification, together with the reactive bony changes 
in the adjacent vertebra, may make it extremely diffieult 
to distinguish from an annular protrusion which is the 
result, of disc degeneration. But the matter is more 
complicated than that, because the beginnings of a 
nuclear protrusion, which goes no further than tearing 
some of the fibres of the annulus, may interfere with the 
function of the intervertebral disc in the same way as 
primary degeneration and excite the same reactions 
from adjacent vertebra, so that the changes which tend 
to produce nuclear protrusion are probably one cause of 
dise degeneration. Finally, be it noted, intervertebral dise 
degeneration may occur without leading to protrusion. 

Thus when we use the term spondylosis we are 
describing something which is not pathologically homo- 
geneous: we are dealing in fact with a spine which 
manifests the end-results of either or both of two distinct 
pathological processes, nuclear herniation and annular 
protrusion. To some extent radiography is responsible 
for suggesting that spondylosis is a single disorder, since 
in the late stages it is not, as far as I know, possible to 
distinguish the one type from the other by means of 
X rays. If we are to study the natural history of what is 
called spondylosis, however, we cannot confine ourselves 
to the end-results, but we must also take into account 
the acute nuclear herniation with which one type of 
spondylosis begins. 


Problems of Atiology 


We see, therefore, how complex the causa- 
tion of spondylosis may be. How large a part 
does trauma play ? In our series of cases of 
cervical spondylosis (Brain, Northfield, and 
Wilkinson 1952) two-thirds of our patients 
gave no history of trauma, and only 6 out of 
45 gave a history of trauma which could 
possibly have contributed to the causation 
of the disorder. Nevertheless the frequency 
with which disc degeneration is limited to a 
single disc—as was the case in 18 out of 38 
of our patients with cervical spondylosis, and 
is very common in the lumbar spine—suggests 
that local causes are at least as important as 
a diffuse degenerative process, and a minor 
trauma which may have started the process 
years previously may easily have been for- 
gotten. The rdle of trauma in producing acute 
disc protrusion in the lumbar region is well 
recognised, and it may often exacerbate a 
pre-existing one. 


The wear and tear of normal spinal move- of rg 
ments may be a contributory factor, especially ve a 


when disc degeneration has already begun ; 
and congenital abnormalities, especially 
Klippel-Feil fusion, throw an added strain on 
adjacent articulations. Undoubtedly the 
most important causal factor is the biochemical 
change in the intervertebral dises which occurs 
with ageing and is associated with a loss of 
water (Collins 1949, Sylvén et al. 1951): and 
prevention of spondylosis must largely depend 
upon an elucidation of this process. The 
importance of disc degeneration is well 
illustrated by those patients who exhibit 
spondylosis from top to bottom of the spine 
and by the frequency with which symptoms 
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of cervical and lumbar spondylosis occur in the same 
individual. 


The Pathology of the Nerve-roots in Cervical 
Spondylosis 

We owe much of our knowledge of the structure of the 
coverings of the cervical spinal nerve-roots, and their 
relationship with the cervical vertebre, to the careful 
studies of Frykholm (195lc). The cervical intervertebral 
foramina are bounded above and below by the pedicles 
of the two adjacent vertebrae. The radicular nerves are 
situated in the foramina, and the dorsal root ganglia lie 
just outside in the gutter of the transverse process. The 
posterior wall of the foramen is formed by the superior 
articular process of the vertebra below, which in turn is 
covered posteriorly by the inferior articular process of the 
vertebra above. The ventral delimitation of the foramen 
is effected partly by the two adjacent vertebral bodies 
and partly by the dorsolateral rim of the intervertebral 
disc. This is termed the uncinate process, and there has 
been some discussion as to whether between the uncinate 
process of the lower vertebra and the corresponding facet 
of the vertebra above there is a true joint, as Luschka 
supposed. This has been called the uncovertebral joint 
and the neurocentral joint ; but some, including Fryk- 
holm (1951b) believe that what has been regarded as 
a joint cavity is merely part of the annulus of the 
intervertebral disc. 

The rather complicated structure of the investment of 
the radicular nerves can be best understood by reference 
to a diagram (fig. 1). Opposite each foramen the dural 
sac has a small infundibular extension, the dural root- 
pouch, or axillary pouch of some authors. By means of 
the funnel-like shape of the pouches, each nerve-root is 


Grachn: 
adhesions 


Fig. |—Drawing showing principal features of the anatomy of cervical nerve-roots 
and their dural and arachnoidal investments (Frykholm 195ic). For details 
see text. 
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conveyed in a smoothly curved course to the point at 
which it leaves the dural sac. At the bottom of the root- 
pouches there are two openings, the dural root-ostia, one 

ventral and one dorsal, 

which are separated by 
_ a small dural septum, 

the inter-radicular sep- 
tum. Each root-ostium 
leads into an individual 
root-sleeve, of which 
there are consequently 
two, one dorsal and one 
ventral. The root- 
sleeves, which are lateral 
extensions of the dural 
sacs, are separated by a 
small cleft known as the 
inter-radicular foramen. 
Consequently, outside 
the dural sac, the dorsal 
and ventral roots pass 
through individual 
sheaths which are 
entirely separated. A 
tubular extension of the 
arachnoid membrane 
encloses each root in its 
proper root-sleeve. 
Between the dural sac 
and the dorsal root gang- 
lion the two roots lie 
close together and form 
an anatomical entity 
referred to as the radi- 
cular nerve. 

In seeking to inter- 
pret the effect of the 
bony changes of cervical 
spondylosis upon the 
radicular nerves it is of 
cardinal importance to 
remember that the radi- 

cular nerve normally occupies only one-fifth to one-fourth 
of the diameter of the foramen ; hencé, if the nerve lay 
always in the middle, considerable narrowing of the 
foramen could occur without producing any effect upon 
it. Frykholm (195lc), however, points out that the mor- 
phology of the lower cervical radicular nerves and their 
root-pouches is extremely variable, as illustrated by 
fig. 2. In early childhood the dural sac and the radicular 
nerves are only loosely attached to the bone. As age 
advances they gradually become relatively well fixed in 
their definite positions. In most cases the radicular 
nerves then take a slightly downward course and pass 
through the centre of their respective foramina. Varia- 
tions in this arrangement may occur in normal individuals, 
probably as the result of disproportionate growth of the 
dural sac and the cord relative to the vertebral column. 
Displacement of the radicular nerves within the foramina 
may, however, occur also as the result of cervical disc 
degeneration quite independently of the pressure of disc 
protrusion, since the cord and the dural sac retain their 
original length while the spine is shortened owing to 
osteoporosis and disc degeneration. The lower cervical 
radicular nerves thus tend to be displaced towards the 
lower part of their foramina and hence become more 
upwardly directed. The displacement downwards also 
tends to distort the root-pouches, which results in sharp 
angulation of the nerve-roots; and at this point of 
angulation the roots are subjected to undue strain and 
increased friction with the dural lining. Frykholm points 
out that in consequence the segmental level of such a 
lesion does not necessarily correspond to a level of a dise 
degeneration. 


Fig. 2—Dissection of cervical nerve- 
roots in their passage through the 
intervertebral foramina, showing 
variations in shape of the dural 
root-pouches. 
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Now let us consider the more direct effect of cervical 
intervertebral disc protrusion and the associated vertebral 
changes upon the nerve-roots and radicular nerves. In 
this connection I shall not concern myself with acute 
nuclear herniation, but with the end-results of disc 
protrusion, however produced, and dise degeneration, in 
cervical spondylosis. Such dise protrusions have been 
variously classified according to their position in the 
circumference of the disc, but one or more of these 
different types of protrusion may be encountered in the 
same disc, and they merge into one another. From the 
point of view of the radicular nerves and nerve-roots, 
however, the only two with which we need concern 
ourselves are the dorsolateral protrusion, which does not 
invade the intervertebral foramen but may compress the 
intrameningeal nerve-roots against the vertebral lamin, 
and the intraforaminal protrusion, which emerges from 
the uncinate part of the disc and compresses the radicular 
nerve against the articular processes (fig. 3). The 
mechanism of root compression, however; depends not 
only upon the size and location of the protrusion but also 
upon the angulation of the radicular nerve and its 
situation in the foramen. Thus, for example, a protrusion 
restricted to the lower part of the foramen may leave 
the roots quite intact if the radicular nerve is downwardly 
directed and situated cranially in the foramen, whereas if 
the nerve is caudally situated and outwardly or upwardly 
directed there is a much greater chance that it will be impli- 
cated. Furthermore, a protrusion which is strictly localised 
to the lower half of the foramen may produce a selective 
compression of the ventral root and leave the dorsal root 
intact, because the ventral root often runs along the 
caudal border of the dorsal root. Finally, cervical disc 
degeneration without protrusion may lead to marginal lip- 
ping as a result of the increased stress which falls directly 
upon the 
vertebre 
when the 
dise loses 
its shock- 
absorbing 
properties. 
This may 
canse some 
osteophyte 
formation 
in the ante- 
romedial 
part of the 
interverte- 
bral fora- 
men. At 
the same 
time the 
narrowing 
of the dise 
throws an 
additional 
strain upon 
the corres- 
ponding in- 
tervertebral 
joints and 
thatleads to 
secondary 
osteo phyte 
formation 
on the arti- 
cular pro- 
cesses, thus 
narrowing 
the foramen 
postero- 
laterally. 


Dorso -lateral 
protrusion 


JIniraforaminal 
protrusion 


Dorso-medial 
protrusion 


Fig. 3—Drawing (Frykhoim 195ib) showing princi- 
pal types of disc protrusion: (i) dorsomedial ; 
(ii) dorsolateral ; and (iii) intraforaminal. 
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The pathological effects of these bony changes in the 
neighbourhood of the intervertebral foramen have been 
studied by Frykholm (195la). In their fully developed 


form they consist of what he calls ‘‘ root-sleeve fibrosis.’ , 
This is characterised by (1) thickening and opacity of* 


the dural root-sleeve and adjacent parts of the dural 
sac (i.e., the root-pouch) ; (2) narrowing, or complete 
abolition, of the dural funnel which forms the root- 
pouch; (3) sharpening of the upper and lower duro- 
radicular junction, which sometimes causes a distinct 
constriction or notching of the radicular nerve; (4) 
thickening of the dura at the root-ostia and occasionally, 
also, thickening of the inter-radicular septum resulting 
in a constricting ring of fibrous tissue around each nerve- 
root; (5) thickening and fibrosis of the arachnoid 
membrane in the neighbourhood of the root-ostia, and 
(6) disintegration and hyalinisation of the dural tissue 
involved. The chronic constriction of the nerve-roots 
and radicular nerve, and associated ischemia, lead in 
time to the degeneration of the nerve-fibres. Frykholm 
points out that in many cases root-sleeve fibrosis is 
observed in the absence of any constriction of the 
corresponding foramen, though in such cases there is 
usually X-ray evidence of disc degeneration either at the 
same segmental level or at one or two levels above that 
of the radicular lesion. Occasionally also root-sleeve 
fibrosis may be present in spite of the fact that the 
cervical spine shows no X-ray abnormality. 

Thus, cervical intervertebral dise degeneration initiates 
a complex and variable series of changes which may 
affect the nerve-roots and radicular nerve in a number of 
different ways which need to be assessed individually in 
each case. These changes may be summarised as follows : 

(1) Dise degeneration affects the mobility of the 
cervical spine. The simplest example of this is the 
effect of degeneration of a single disc. Usually this 
greatly limits flexion and extension at the intervertebral 
joints between the two vertebrae separated by the 
affected disc. Since the main movement must now occur 
above and below, abnormal stresses may fall not 
only upon adjacent intervertebral joints but also upon 
adjacent radicular nerves. Exceptionally, disc degenera- 
tion leads to abnormal mobility, in which case, as a 
rule, the body of the upper vertebra slips forward upon 
that of the lower on flexion and slips back again on 
extension, a movement which must obviously tend 
to produce damage to the radicular nerves in the 
corresponding foramina. 

(2) Narrowing of intervertebral discs shortens the 
cervical spine and disturbs the relation between the 
radicular nerves and their corresponding foramina, 
the lower ones, particularly, tending to rest upon the 
lower margins of the foramina and to be kinked over 
them. 

(3) Dise degeneration by itself can produce lipping of 
the adjacent vertebral bodies and so narrow the inner 
margins of the intervertebral foramina, whilst increased 
strain upon the intervertebral articulations produces 
osteophytic narrowing posteriorly. 

(4) All this may occur without intervertebral disc 
protrusion. In addition, however, a dorsolateral pro- 
trusion may compress the nerve-roots within the spinal 
canal, while an intra-foraminal protrusion may compress 
them or the radicular nerve within the foramen. 

(5) All the above-mentioned processes tend to lead to 
root-sleeve fibrosis, the characteristic reaction of the 
investment of the nerve-roots and radicular nerve to 
chronic irritation and compression. These pathological 
changes, therefore, though most likely to occur in the 
nerve-roots which pass through the _ intervertebral 
foramina at the level of the degenerated disc, may be 
present also at other levels at which there is no evidence 
of dise degeneration. 

(6) Finally, the affected nerve-roots and radicular 
nerves, tethered to the foramina by root-sleeve fibrosis, 
and lacking their normal mobility, are far more sus- 
ceptible to trauma than normal nervous tissue. Conse- 
quently not only may severe and lasting radicular 
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symptoms be set up by head injury in such cases, but 
it is probable that comparatively slight trauma may be 
responsible for the acute onset of symptoms in patients 
with cervical spondylosis and of symptoms which may 
be multiradicular in distribution although the bony 
pathological changes may be limited to one intervertebral 
dise and its adjacent vertebre. 


The Significance and Insignificance of Radiographic 
Changes 


We are now in a position to assess the value and 
limitations of radiography in the diagnosis of the radicular 
lesions accompanying cervical spondylosis, and also, 
perhaps, to clear up some of the apparent anomalies. In 
the radiological investigation of a patient suspected of 
cervical spondylosis it is usually necessary to take three 
lateral views (in the erect, flexed, and extended positions) 
as well as an anteroposterior view and right and left 
oblique views to show the intervertebral foramina. 
Without the flexed and extended lateral views it may be 
impossible to detect spondylolithesis (fig. 4). In addition, 
plain radiographs may show a narrowed intervertebral 
dise space indicating dise degeneration ; posterior osteo- 
phytes, in the manifestation of which specially soft films 
may be helpful; and osteophytic invasion of the inter- 
vertebral foramina (fig. 5). It is important to bear in 
mind the following points in the interpretation of the 
X-ray appearances : 


(1) A narrowed intervertebral disc space indicates disc 
degeneration which may or may not be associated with 
disc protrusion. 

(2) The absence of posterior osteophytes, which are 
radiographically visible, does not necessarily mean the 
absence of a dise protrusion. 

(3) A normal intervertebral foramen does not neces- 
sarily mean healthy nerve-roots or radicular nerves, for 


(4) The nerve-roots may be compressed in the spinal 
canal by a dorsolateral disc protrusion which does not 
involve the foramen, or they may be the subject of 
root-sleeve fibrosis within a normal foramen for one of 
the reasons mentioned above. 

(5) A narrowed intervertebral foramen does not 
necessarily mean that the corresponding nerve-roots or 
radicular nerves are compressed, since normally the 
nerve takes up only a small proportion of the space in 
the foramen and if it is centrally situated may for a 
long time avoid damage or even tolerate a considerable 
degree of compression without giving rise to symptoms. 

(6) Myelography may be valuable for the purpose of 
showing a disc protrusion, which is not visible on the 
plain radiograph, or a root-sleeve fibrosis which may be 
demonstrable by obliteration of the root-pouch in the 
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Fig. 4—Cervical spine showing, as a result of spondylosis (i) narrowing 
of C5—6 and Cé6~7 disc spaces with anterior and posterior osteophytes ; 
(ii) spondylolithesis, C4 slipping forward on CS in flexion. 


Fig. 5—Oblique view showing narrowing of intervertebral foramina 
and Cé~—7 by osteophytes. 


Fig. 6—Myelogram showing compression of the spinal cord by disc 
protrusions, C3—4 and C5-6. Note the slightness of the narrowing of 
the discs anteriorly and absence of anterior osteophytes. 


Figs. 8 and 9—Lumbar spondylosis causing narrowing of the 5th lumbar 
disc space and foramen: anteroposterior and lateral views. 
(Kindly lent by Dr. M. H. Jupe.) 
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Fig. 6—Localisation of cardia. Simultaneous pressure records show 
that in both a and b, the upper recording-site is in the cesophagus and 
the lower in the st h. The middle site is on the gastric side of 
the cardia in a, and has just passed into the cesophagus in b. 


Fig. 8—Film corresponding to arrow in fig. 7 and the film immediately 
preceding that. 
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myelogram although the intervertebral foramen may 
appear normal on the plain radiographs. 


Some Radicular Syndromes of Cervical Spondylosis 


I believe that the various clinical pictures described in 
the past as ‘‘ brachial neuritis ” or ‘* brachial neuralgia ”’ 
are in most cases the result of the pathological changes 
described by Frykholm as root-sleeve fibrosis. I shall 
not now retread the well-worn path of the clinical 
symptomatology of ‘‘ brachial neuritis ’? but shall confine 
myself to a consideration of some of the less familiar 
clinical pictures and, in particular, those upon which 
light is thrown by the newer knowledge of the pathology 
of the condition. 


Acroparesthesia 

Acroparesthesiz may be defined as unpleasant tingling 
sensations affecting some or all of the digits of one or 
both upper limbs, developing during the night and usually 
passing off within an hour or so of awakening and 
particularly liable to occur in middle-aged women. Thus 
defined, acroparesthesie are merely a symptom, and it is 
inherently unlikely that a symptom of irritation of 
sensory nerve-fibres is characteristic of a lesion occurring 
at only one point in their course. I believe that acro- 
paresthesie may occur as a symptom of either (1) 
cervical spondylosis, (2) a costoclavicular syndrome 
involving particularly perhaps vasomotor elements, or 
(3) compression of the median nerve in the carpal tunnel. 
Acroparesthesiz, however, are so common a symptom 
of cervical spondylosis that all patients who complain of 
them should have their necks radiographed. 


Pain Referred to Myotome and Sclerotome 

A dermatome is the area of skin supplied by a single 
spinal nerve. The importance of the dermatome in 
neurological diagnosis has perhaps tended to obscure the 
fact that a spinal nerve distributes sensory nerve-fibres 
to muscles, bones, joints, and ligaments which have an 
anatomical distribution ranging widely beyond the 
cutaneous area innervated by the same segment. The 
muscles supplied by a single radicular nerve have been 
termed a myotome, and the bones and joints similarly 
supplied have been termed a sclerotgme. Pain due to 
irritation of a spinal posterior root or radicular nerve, 
therefore, may irradiate widely, and this may sometimes 
give rise to difficulties in diagnosis. For example, both 
the 6th and 7th cervical radicular nerves supply sensory 
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Fig. | (case 1)—Bilateral apical calcification with infiltration and 
probable cavitation in the right upper lobe. 


Fig. 2 (same case)—Eighteen months later: opacity radiating from 
right hilum. 


Fig. 3 (case 2)—Cavitating lesion in the left upper lobe. 
Fig. 4 (same case)—Seven weeks later: cavity apparently closed. 
Fig. 5 (case 3)—Opacity in right upper lobe. 


Fig. 6 (same case)—Twenty-one months later: partial collapse of the 
right upper lobe and calcified paratracheal and hilar glands. 


Fig. 7 (case 4)—Rounded lesion in the left upper lobe with some increase 
in the left hilar shadow. 


Fig. 8 (same case)—Twelve months later : increase in the size of the 
lesion which has now cavitated. 


Fig. 9 (case 5)—Smaill opacity in the second right interspace and thicken- 
ing of the interlobar septum with some opacity medially. 


Fig. 10 (same case)—Eighteen months later: elevation of the right 
diaphragm with an opacity radiating out from the right hilum. 


Fig. I! (case 6)—Opacity in right upper lobe with increased trans- 
lucency of the lower lobe. 


Fig. 12 (case 7)—Opacity in the left mid-zone. 


fibres to the posterior cervical muscles, pectoralis major, 
latissimus dorsi, and serratus magnus as well as to other 
muscles of the trunk and upper limbs and the corres- 
ponding dermatomes. Irritation of either of these nerves 
may therefore cause pain referred to the neck and back 
and front of the chest as well as to the upper limbs, 
and, it has been pointed out, may suggest pain of 
cardiac origin. 


Muscular Wasting 

Muscular wasting is not usually severe as a result of 
the radicular lesions of cervical spondylosis, but it may 
be a prominent symptom and even occur in the absence 
of objective sensory abnormalities. It may then lead 
to an erroneous diagnosis of motor-neurone disease. 
Frykholm points out that such muscular wasting is 
probably due to a selective damage to the anterior spinal 
roots by compression arising from the lower part of the 
foramina. It may affect the muscles supplied from several 
segments or from one only. 


“The Frozen Shoulder ”’ 

Pain of radicular distribution due to cervical spondy- 
losis and referred to the shoulder is not infrequently 
followed by the condition known as frozen shoulder ”’ 
in which gross limitation of active and passive movements 
of the shoulder occurs and any attempt to move the 
joint causes pain. The possibility that a ‘ frozen 
shoulder’”’ is a symptom of cervical spondylosis should 
always be borne in mind. ' 


Acute or Subacute Multiradicular Symptoms 

As arule the radicular symptoms of cervical spondylosis 
are limited to one, or perhaps two, segments. The older 
clinical accounts of brachial neuritis, however, usually 
describe pain radiating down the whole length of the 
arm to all the digits and associated with some degree 
of generalised muscular wasting, weakness, diminution 
of the tendon reflexes, and perhaps very diffuse cutaneous 
sensory loss. This clinical picture may undoubtedly 
occur as the result of cervical spondylosis, and even when 
the X-ray changes are limited to one or two interver- 
tebral joints. As I have suggested abpve, the probable 
explanation is that in such cases root-sleeve fibrosis is 
much more widespread than X-ray changes would 
suggest, and some change—perhaps a slight trauma or 
even possibly exposure to cold—has intensified the lesion 
in most of the roots from which the brachial plexus is 
derived. An alternative possibility is that an acute 
lesion of a single root may sometimes cause pain which, 
owing to the considerable overlap of dermatomes, 
radiates to a large area of the upper limb and at the 
same time reflexly interferes with muscular function. 


The Pathogenesis of Myeiopathy in Spondylosis 


Cervical spondylosis damages the spinal cord less often 
than the nerve-roots, but sufficiently often to make 
spondylotic myelopathy one of the commonest, if not 
the commonest, disease of the spinal cord during and 
after middle life. This is illustrated by the fact that 41 
patients with cervical spondylosis have been admitted 
as inpatients to the neurological department of the 
London Hospital during the last two years, mostly 
because of myelopathy. The pathogenesis of the myelo- 
pathy, like that of the root-sleeve fibrosis, is complex, 
and certainly a number of factors are concerned. The 
most obvious is direct compression of the cord by one or 
more protruding intervertebral discs. When the disc 
protrusion is large, the cord may be compressed between 
it and the lamin posteriorly (fig. 6), the pressure being 
sufficient even to cause thinning of the lamin. Greenfield 
(1953), however, believes that in most cases the areas of 
demyelination are too limited to be explained as the 
result of simple compression. He thinks that compression 


* may operate indirectly by interfering with the blood-flow 


through the anterior spinal artery. The blood-supply to 
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the spinal cord may be further impaired by narrowing of 
the intervertebral foramina through which the radicular 
arteries penetrate. Compression of the anterior spinal 
veins has also been regarded as a contributory factor. 
Stretching of the ligamenta denticulata also, in Green- 
field’s opinion, plays an important part, since by anchor- 
ing the spinal cord these ligaments tend to increase the 
effects of compression on the anterior spinal vessels. 
Moreover they exert tension on the lateral aspects of 
the spinal cord. The neck, however, is not static, but in 
constant movement throughout waking life, and a 
considerable amount of movement still occurs in a spine 
which is the site of severe spondylosis. As already 
mentioned, movement may be pathological when one 
body slips forward upon the one immediately below it 
on flexion of the neck (fig. 4). Root-sleeve fibrosis, which 
is invariably present to a greater or less extent in these 
cases, tends to anchor the roots in the foramina, and by 
thus limiting the mobility of the cervical cord must add 
to the traumatic effect of repeated movement of the 
neck when the cord is already compressed by a disc 
protrusion. All these factors combine to produce a condi- 
tion which is best described as cervical myelopathy. 
Moreover, in the presence of cervical spondylosis, even 
though the spinal cord has so far apparently escaped 
injury, severe damage may be produced by forcible 
extension of the neck as the result of a blow upon the 
front part of the head, or even, as Symonds (1953) 
has shown, in the course of the administration of an 
anesthetic or an operation upon the tonsils. 


Symptomatology of Cervical Myelopathy due to 
Spondylosis 


I do not propose now to discuss in detail the symp- 
tomatology of cervical myelopathy resulting from 
spondylosis (see Brain 1948, Brain et al. 1952), but only 
to draw attention to the relation between the pathology 
and the symptomatology, and, in particular, to try to 
show how the pathology explains the extremely varied 
clinical picture. 

To simplify matters, let us consider only the factor of 
dise protrusion. Since disc protrusions may be single or 
multiple, and may occur at any, or all, levels of inter- 
vertebral discs, it is clear that any segment of the cervical 
cord may be compressed from the 3rd to the 8th—that 
is, either above or in the course of the cervical enlarge- 
ment. Furthermore, a disc protrusion into the vertebral 
canal may be situated either in the midline or to one or 
other side, or be more or less continuous ; and, except 
in extreme cases, the resulting demyelination does not 
involve the whole transverse extent of the cord. It is 
therefore easy to understand how varied is the resulting 
clinical picture and how many other disorders it may 
simulate. 

Since the onset of symptoms is usually insidious, and 
may be either intermittently or steadily progressive, the 
disorder will tend to resemble those lesions of the spinal 
cord which occur in middle life and have these general 
characteristics. Muscular wasting, fasciculation, and 
weakness in the upper limbs, combined with spastic 
weakness of the lower limbs in the absence of sensory 
loss, may closely simulate motor-neurone disease. Weak- 
ness, numbness, and clumsiness of the upper limbs, 
associated with ataxic paraplegia, and perhaps some 
sensory loss in the lower limbs, is a clinical picture 
resembling disseminated sclerosis. When the damage 
falls chiefly upon the pyramidal tracts and the posterior 
columns, with which may be associated some wasting 
of the hands and sensory loss of glove distribution in 
the upper limbs, there is a considerable resemblance 
to subacute combined degeneration. Extramedullary 
tumour, intramedullary tumour, and syringomyelia may 


all easily be simulated. When the symptoms are those of © 


pure bilateral pyramidal degeneration a diagnosis of 
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primary lateral sclerosis may be made. In some cases 
cervical myelopathy may for a long time cause only 
paraplegia without detectable abnormalities in the upper 
limbs, and then the cause may be thought to originate in 
the dorsal region of the spinal cord. Occasionally, as 
Symonds (1953) points out, cervical spondylosis may be 
the cause of quadriplegia of sudden onset, which may be 
permanent or, as in one recent patient of my own, brief 
and intermittent. Finally, to add to the hazards of 
diagnosis, not only may cervical spondylosis coexist 
with a quite independent lesion of the nervous system 
which is itself responsible for the symptoms, but it may 
sometimes be associated with some other abnormalities 
of the spine or of the spinal cord—particularly of con- 
genital origin, such as congenital fusion of vertebra, 
cervical spina bifida, and the Arnold-Chiari malformation 
—while syringomyelia and tabes may cause a cervical 
arthropathy which is not only difficult to distinguish 
from spondylosis but may actually be complicated by it. 


Thoracic Intervertebral Disc Protrusion 


I am inclined to include thoracic intervertebral disc 
protrusions more among the unknown than among the 
known facts of spondylosis. They are certainly far less 
common than disc protrusions at the cervical and lumbar 
regions, presumably for mechanical reasons. The neuro- 
logist and neurosurgeon are familiar with them as rather 
uncommon causes of extramedullary compression of the 
spinal cord. I have sometimes suspected one as the cause 
of an otherwise unexplained root pain, but, apart from 
those causing compression of the spinal cord, I have never 
been able to demonstrate one by myelography. This is 
a field which I am sure would repay research. Apart 
from the presence of thoracic disc protrusions sufficient 
to cause symptoms, I have also encountered a good many 
patients suffering from progressive paraplegia in associa- 
tion with severe thoracic spondylosis. The opportunity 


Fig. 7—Dissection of lumbar nerve-roots (L2-5). The lowest (5th) 
can be traced up from the lumbosacral foramen, where it lies on 
the lumbosacral disc, to where, intradurally, it passes behind the 
4th lumbar disc. 
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for the pathological investigation of such cases rarely 
occurs. I have suspected that the narrowing of the 
intervertebral foramina by interfering with the vascular 
contribution which the radicular arteries make to the 
vasocorona of the spinal cord may contribute to an 
ischemic myelopathy. Here, also, pathological research 
might prove rewarding. 


Lumbar Disc Protrusion and Foraminal Narrowing 


I have left lumbar spondylosis until last because it 
has been the subject of research for a much longer period 
than cervical spondylosis, and, until recently at least, 
much more has been known about it. This, however, 
does not mean that there are not still many important 
unknown factors. 

It is, I think, desirable to bear in mind that the same 
distinction between nuclear and annular protrusions, 
which I discussed in connection with cervical discs, 
applies also to those in the lumbar region. There are 
certain points of difference, however, between the two. 
In the lumbar region acute nuclear protrusions are a 
much commoner cause of symptoms than at the cervical 
level, but it is probable that in the lumbar region pre- 
existing disc degeneration is a more important predis- 
posing cause of such nuclear protrusion than it is in 
the neck. At the lumbar level, as at the cervical, a 
nuclear protrusion, if undisturbed, may provoke an 
osteophytic reaction from the vertebral bodies so that 
in the end it may be difficult to distinguish from an 
annular protrusion. In particular, plain radiographs 
may provide no clue as to whether a narrowed lumbar 
intervertebral disc space is the result of simple disc 
degeneration, annular protrusion, or nuclear protrusion. 

Whereas in the neck compression of spinal nerve-roots 
by dise protrusion in the vertebral canal is rare com- 
pared with compression in the foramina, the reverse is 
generally thought to be the case at the lumbar level. 
Nevertheless, in the lumbar spine, exactly as in the 
cervical, intervertebral disc degeneration can produce 
damage to the spinal nerve within the foramen and in 
precisely the same way: first, the narrowing of the 
intervertebral disc narrows the corresponding foramina 
by bringing their edges nearer togethtr ; and, secondly, 
it throws an additional strain upon the articulation, so 
leading to osteophyte formation which in turn narrows 
the foramina still further. This cause of sciatic pain 
was hinted at by Sicard (1921) and elaborated by Putti 
(1927), but the subsequent discovery of intervertebral 
disc protrusion has led to its neglect. I believe that 
the symptoms of lumbar intraforaminal root compres- 
sion are usually distinguishable from those of intrathecal 
root compression by disc protrusion. This is only to 
be expected on anatomical grounds, for intrathecal 
compression is exerted upon the posterior root of an 
intact ganglion whereas intraforaminal compression is 
exerted upon the ganglion or the spinal nerve. It 
should be noted that the 5th lumbar root, for example, 
may be compressed either by a protrusion of the 4th 
lumbar dise or by narrowing of the 5th lumbar foramen 
(fig. 7). Radiologically the 4th dise space will probably 
be narrowed in the first instance and the 5th in the 
second, with the addition, in the latter, of osteophytic 
invasion of the L5-S1 intervertebral foramen (fig. 8). 
Of course, both may be present in the same patient. 

Lumbar foraminal pressure-radiculitis increases in 
frequency with age, and is most commonly encountered 
in the seventh and eighth decades. It is, however, 
especially common in diabetics, in whom it may occur 
at an earlier age. It may be uniradicular or multi- 
radicular and unilateral or bilateral. Pain is usually 
less severe than in sciatica resulting from dise protrusion 
and is less likely to be exacerbated by coughing or 
sneezing. It is often, however, influenced by posture 
and may be worse when the patient is sitting. There 
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may be no pain, but only dyszsthesix in the distribution 
of the dermatomes supplied by the affected root or 
roots. Cutaneous sensibility is often blunted over these 
areas. When several roots are involved there may be 
conspicuous muscular weakness and wasting associated 
with fasciculation, and diminution or loss of the knee- 
jerks. 
* * * 

Look back for a moment and recall that it is just 
twenty years since sciatica was first attributed to an 
intervertebral disc protrusion. Before that it was called 
sciatic neuritis and put down to various hypothetical 
toxins. Even at that time the same view was taken 
of brachial neuritis, and nothing at all was known of 
the protean clinical picture of spinal-cord compression 
by disc protrusion except for a small number of cases 
gathered by neurosurgeons and in which the lesion was 
called a chondroma. How much we have learnt since 
then! But how much still remains to be discovered. 

I am grateful to W. R. J. Harrison for kindly providing 
the dissections and photographs for figs. 2 and 7. 


REFERENCES 
Brain, W. R. (1948) Proc. R. Soc. Med. 41, 509. 
—_ ° ae D. W. C., Wilkinson, M. I, P. (1952) Brain, 75, 
187. 


Bull, J. W. D. (1948) Proc. R. Soc. Med. 41, 513. 
Collins, D. H. (1949) Pathology of Articular and Spinal ‘Diseases. 
London. 
Frykholm, R. (1951la) Acta chir. scand. suppl. 160. 
— (1951b) Ibid, 101, 345. 
— (1951c) Ibid, p. 457. 
Greenfield, J. G. (1953) Rev. med. Suisse rom. 78, 227. 
Putti, V. (1927) Lancet, ii, 53. 
Schmorl, G. (1929) Klin. Wschr. 8, 1243. 

Sicard, J. A. (1921) In Sergent, Ribadeau, Dumas, and Babonneix’s 
Traité de Pathologie Médicale. Paris; vol. vi, pt. 2, p. 82. 
Sylvén, B., Paulson, 8., Hirsch, C., Snellman, C. (1951) J. Bone Jt 

Surg. 33A, 333. 
Symonds, C. P. (1953) Lancet, i, 451. 


THE DIFFERENTIAL DIAGNOSIS OF 
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Carcinoma of the bronchus has, in the past, figured 
more often in the American than in the English medical 
literature. It is this fact, together with the increasing 
incidence of the disease, partly apparent and partly real, 
and the frequency with which the condition is met 
in routine chest-clinic practice, that has prompted this 
description of 7 cases. They are reported not because of 
any points of unusual interest but because each may be 
representative of many hundreds of similar cases 
throughout the country. 

Many writers have pointed out how the early radio- 
logical changes may often resemble those produced by 
other conditions, making early diagnosis difficult. 
Burrell (1938) described the inflammatory reaction which 
may occur around a collapsed area of lung when a 
bronchus is blocked by a carcinoma. McGibbon et al. 
(1939) reported the results of bronchoscopic examination 
in 38 patients diagnosed as suffering from unresolved 
pneumonia; in 8 of these, bronchial carcinoma was 
present and the X-ray appearances were due to a 
secondary inflammatory reaction. 

Overholt (1943) noted that, of a series of 165 patients 
with bronchial carcinoma, no less than 104 were at first. 
incorrectly diagnosed ; this he ascribed partly to the 
fact that in many cases the radiographic changes were 
caused by secondary effects rather than by the neoplasm 
itself. 
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Brock (1952) drew attention to the frequency with 
which bronchial carcinoma may present as a lung abscess ; 
in his series of 477 cases of lung abscess, 83 (17-5°%) were 
found to have a bronchial carcinoma as the primary 
cause of the condition. He stressed that this diagnosis 
should always be considered in every case of lung abscess, 
particularly in a person over the age of 45. In his series 
no less than 33-5°% of abscesses in people over this age 
were due to a bronchial neoplasm. 

The close similarity which may exist between the 
radiological appearance of a bronchial carcinoma and 
that of pulmonary tuberculosis is well known. In 
Overholt’s series, 40 patients were incorrectly diagnosed 
as suffering from pulmonary tuberculosis and were 
treated in a sanatorium. Pillsbury and Wassersug (1945) 
described 12 similar mistakes that they had seen during 
the previous ten years, and Moersch and Tinney (1943) 
found 13 examples in their series of 448 cases. 

The 7 cases described here include 5 where the correct 
diagnosis was not reached until it was too late to benefit 
the patient. In the other 2 cases the correct diagnosis 
was reached early in the illness, and the patients are 
now alive and well six and three years later respectively. 


The Patients 


Case 1.—A man, aged 61, a gas-meter fitter, was referred 
to the chest clinic in November, 1947, because he had had a 
recent attack of bronchitis and had lost a considerable amount 
of weight. The chest radiograph (fig. 1) showed bilateral 
apical calcification with extensive infiltration and probable 
cavitation in the upper part of the right lung. (The right 
hilar enlargement was not noted at that time.) The condition 
was considered to be tuberculous, although examination of 
ten specimens of sputum failed to reveal tubercle bacilli, and 
he was put to bed at home pending admission to sanatorium. 
His condition steadily improved with bed rest ; the radio- 
graph showed some clearing within seven weeks and he gained 
over 1 stone in weight in seven months. The improvement 
was such that his name was removed from the sanatorium list. 

Eight weeks after returning to work in May, 1949, his sputum 
became bloodstained and he began to lose weight; at the 
same time he complained of hoarseness of voice and a swelling 
appeared at the angle of the right jaw. The left vocal cord 
was paralysed; and the radiograph now showed bilateral 
hilar enlargement. Bronchoscopy revealed considerable dis- 
tortion of the carina and right main bronchus by glandular 
enlargement. His condition continued to deteriorate ; he lost 
a stone in weight during the next five months, and the mass 
in the right posterior triangle of the neck became larger. 
The radiograph three weeks before death (fig. 2) showed an 
opacity radiating from the right hilum, consistent with a 
diagnosis of bronchial carcinoma. No necropsy was performed. 

In spite of the fact that a carcinoma was not proved by 
post-mortem examination nor by histological examination of 
the cervical mass, it is considered that the history of this case, 
combined with the clinical progress, radiographs, broncho- 
scopic findings, and the failure to find tubercle bacilli in the 
sputum, leave little doubt that the whole of this patient's 
illness during the last three years of his life was caused by a 
bronchial neoplasm rather than pulmonary tuberculosis. 


Case 2.—A man, aged 72, a clerk, was referred to the clinic 
in July, 1950, because of a febrile illness two months previously 
and a history of frequent attacks of bronchitis. The radiograph 
showed a cavitating lesion in the upper lobe of the left lung 
(fig. 3). This was considered to be tuberculous, though no 
tubercle bacilli were found in six specimens of sputum. He 
was put to bed at home and as a result his condition improved ; 
he gained 5 Ib. in weight during the next few months, and a 
radiograph after seven weeks (fig. 4) showed that the cavity 
was no longer visible. 

Eight months after this, however, he became hoarse, his 
sputum was bloodstained, and he had substernal pain when 
lying down at night. The left vocal cord was found to be 
paralysed and the radiograph showed increased opacity in 
the left upper lobe. Bronchoscopy was not performed because 
it was considered that the patient would now derive no benefit 
from it. When seen four months later he was suffering from 
severe anzemia and was very dyspneeic ; he had lost 1'/, stone 
in weight during this period. The radiograph confirmed the 


clinical findings of collapse of the left lung. He died four weeks 
later. 

In spite of the fact that in this case also the diagnosis of 
carcinoma was not confirmed by necropsy, it is again con- 
sidered that the history, clinical progress, and radiographs, 
combined with the failure to demonstrate tubercle bacilli in the 
sputum, leave little doubt that this man, too, had a bronchial 
carcinoma. 

Case 3.—A salesman, aged 56, was referred to a hospital 
outpatient department in December, 1949, on account of loss 
of weight and anorexia. Gastric investigations failed to find 
any cause for his symptoms, but a chest radiograph (fig. 5) 
showed some opacity in the right upper lobe, increased trans 
lucency of the lower lobe, and definite calcification of the 
paratracheal and hilar glands. Three specimens of sputum 
failed to show tubercle bacilli. In view of the calcified lesions 
and a negative sputum, the radiographic appearances were 
attributed to quiescent tuberculosis and the patient was 
referred back to his private doctor. 

Twenty-two months later, he attended the chest clinic 
because of bloodstained sputum and pain in the right side 
of the chest; the pain had been present at intervals for 
eighteen months. The radiograph (fig. 6) now showed partial 
collapse of the right upper lobe. Bronchoscopy showed a 
considerable stenosis of the right upper-lobe bronchus, and 
biopsy proved this to be the result of a squamous-celled 
carcinoma, The condition was thought to be operable and 
the patient underwent a right pneumonectomy ; but there 
were metastases in the mediastinal glands. The patient 
died from oedema of the remaining lung on the second 
post-operative day. 

Case 4.—A window-cleaner, aged 63, was referred to the 
clinic in November, 1949, because of a recent attack of 
bronchitis and a complaint of wheeziness when lying down at 
night. He had had a somewhat similar pyrexial illness a year 
previously. The radiograph (fig. 7) at this time showed a small 
rounded lesion in the left upper lobe with slight enlargement 
of the left hilar shadow. The erythrocyte-sedimentation rate 
was 3 mm. in one hour (Westergren) and three specimens of 
sputum showed no tubercle bacilli. Bronchoscopy did not 
reveal any evidence of primary growth. 

Twelve months later he complained of increased cough 
and wheeziness. The radiograph (fig. 8) now showed the 
lesion to be larger and a cavity was present; in addition 
there was more definite enlargement of the left hilum. Sputum 
examination still failed to show tubercle bacilli. Two months 
later he was admitted to hospital elsewhere for the investiga- 
tion of abdominal pain, and finally underwent laparotomy, 
when numerous deposits of secondary growth were found in 
the liver and other organs. He died shortly afterwards. At 
necropsy a carcinomatous growth was found encircling the 
left upper-lobe bronchus. 

Case 5.—A man, aged 51, had a routine radiograph of his 
chest taken when his daughter was found to be suffering from 
pulmonary tuberculosis. This showed a small opacity in the 
second right interspace, and also thickening of the interlobar 
septum with some opacity medially (fig. 9). There were no 
symptoms and these appearances were interpreted as those of 
an early tuberculous lesion ; this opinion was substantiated 
two months later when the radiograph showed some clearing. 

Eighteen months later he said that he had had a recent 
pyrexial illness with cough and that he had lost weight 
steadily during the past year. The radiograph (fig. 10) now 
showed elevation of the right diaphragm with an opacity 
radiating out from the right hilum. Screen examination 
confirmed paralysis of the right diaphragm. Bronchoscopy 
revealed a carcinoma of the middle-lobe orifice which biopsy 
proved to be of an indifferentiated squamous-celled type. 
Operation was considered to be contra-indicated owing to 
involvement of the right phrenic nerve. The patient died 
five months later, and there was no necropsy. 


Case 6.—A fish merchant, aged 48, was referred to the clinic 
in May, 1947, because of cough, lassitude, pain in the right 
side of the chest, and loss of weight. The radiograph (fig. 11) 
showed an opacity in the right upper lobe with increased 
translucency of the lower lobe, and this was at first con- 
sidered to be tuberculous, but sputum examination failed to 
show tubercle bacilli. He was put to bed at home while 
awaiting admission to hospital for further investigation, and 
during a period of four weeks he gained in weight. 

On admission to hospital, bronchography showed a partial 
block of the right upper-lobe bronchus. Bronchoscopy 
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revealed no abnormality, but a biopsy was taken from the 
depth of the right upper-lobe orifice and showed a squamous- 
celled carcinoma to be present. A right pneumonectomy 
was performed and he is well and working six and a half years 
later. 

Case 7.—A man, aged 56, a florist, first attended the clinic 
in October, 1947, as a contact of his wife, who had pulmonary 
tuberculosis ; at that time his chest radiograph was normal. 
In October, 1950, he came again because his sputum had been 
bloodstained for the previous few weeks. <A radiograph 
(fig. 12) now showed a rounded opacity in the left mid-zone, 
with increased translucency in the lower zone. Bronchoscopy 
showed no abnormality, but in view of the sy mptoms and 
radiological appearance admission to a thoracic unit for 
further investigation was advised. Bronchoscopy was repeated 
four weeks later, when a small area of the left stem bronchus 
was considered to be suspicious; biopsy of this proved a 
columnar-celled carcinoma to be present. A left pneumonec- 


tomy was performed and he is now well and working three 
years later. 


Discussion 


A study of these 7 cases, all middle-aged or elderly 
men, shows several points of interest. Firstly, it is very 
important to hesitate before accepting a diagnosis of 
pulmonary tuberculosis in people of this age, unless 
tubercle bacilli have been found in the sputum; in 5 
of these 7 cases repeated examination of the sputum 
failed to reveal tubercle bacilli. Among others, Scatchard 
(1944) has stressed this point ; he noted how often the 
radiological picture of bronchial carcinoma resembled 
that of pulmonary tuberculosis and urged that, if a 
lesion were unilateral and the sputum were negative, a 
diagnosis of tuberculosis should be made with great 
caution. He also emphasised the not infrequent occurrence 
of cavitation in association with a bronchial carcinoma, 
and he pointed out the danger that this feature 
alone, especially if the cavity was in an upper lobe, 
might lead to a mistaken diagnosis of tuberculosis. 
Overholt (1950), writing on the detection of cancer by 
means of surveys, made the same point; he remarked 
that, whereas abnormal shadows in the upper lobes were 
too often considered to be tuberculous, those in the lower 
lobes were often attributed to bronchiectasis or virus 
pheumonia, 

Secondly, not every bronchial siielatea is visible 
through the bronchoscope, so that the report of a normal 
bronchial tree does not necessarily exclude the presence 
of a carcinoma. In 3 of the 7 cases described above, 
bronchoscopy showed nothing abnormal when the 
examination was first made: in 1 case the true diagnosis 
was made four weeks later when the examination was 
repeated, while in another the diagnosis was made on a 
biopsy taken from the depths of the bronchial orifice. 
These 2 patients are the only survivors of the 7. Reiss 
et al. (1952), in a series of 70 patients with bronchial 
carcinoma, noted that a positive bronchoscopy (either 
viewing the growth direct or demonstrating neoplastic 
cells in the bronchial secretions) was obtained in only 
63° of patients undergoing bronchoscopy. Churchill 
(1948) observed that bronchoscopy was of little use in 
aiding the diagnosis in 30-40% of cases of primary 
carcinoma of the lung. 

It is well known that patients with a bronchial 
carcinoma often present with a history of recent bronchitis 
or other respiratory infection; and 4 of the 7 patients 
described here gave such a history. Jewett (1952) noted 
that as many as one-third of his series of 150 patients 
had had recurrent respiratory infections, and he pointed 
out how misleading was the temporary improvement 
which so often followed treatment with antibiotics. 
Another factor which may also obscure the true diagnosis 
is the improvement in general condition and the allevia- 
tion of symptoms when the patient is confined to bed ; 
this improvement was considerable in 3 of the 7 cases, 
and in 2 of them it was accompanied by definite 
improvement in the radiological appearances. 


Conclusions 


The diagnosis of bronchial carcinoma at an early stage 
is seldom easy, but if the prognosis is to be improved this 
diagnosis should constantly be borne in mind, particu- 
larly when a middle-aged man has suspicious symptoms 
or an unexplained shadow in the chest. To quote Reiss 
et al. (1952) again, ‘‘ cancer of the lung should be given 
primary consideration whenever one is confronted with an 
unexplained pulmonary lesion’’; or Overholt (1950), 
“all patients with abnormal shadows which cannot be 
adequately explained on another basis should have the 
benefit of surgical exploration.” 

Physicians at chest clinics should work in close col- 
laboration with the radiologists and surgeons ; and they 
should discuss together all cases in which the radiological 
appearances are suggestive of tuberculosis but the 
sputum is negativ, e, and all cases of pulmonary abscess 
or virus pneumonia. 

Facilities for immediate bronchoscopy should be 
available to every chest-clinic physician; and beds 
should be provided in a thoracic surgical unit for the 
urgent admission of suspected cases. 


I wish to thank Dr. C. H. C. Toussaint for his help and 
interest in the preparation of this paper and for permission to 
publish it, and Mr. A. Booker for the radiographs. I am 
grateful to Mr. R. Laird for the bronchoscopy reports. 
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With illustrations on plate 


THE growing interest in esophageal disorders and their 
surgical treatment has revealed the need for a better 
understanding of the behaviour of the normal cesophagus 
and cardia. The following observations are based mainly 
on radiography and intra-cesophageal pressure measure- 
ments—two methods often employed before but not, as 
far as we are aware, simultaneously. We have also, in 
order to settle certain points, directly observed at 
operation the behaviour of the cardiac region. 


METHODS 


Pressures were measured with capacitance mano- 
meters through fine ‘ Polythene’ tubes. Up to three tubes 
were used ; their tips were joined and the few centimetres 
below the lateral recording-hole of each tube filled 
with mercury. The upper parts of the tubes were filled 
with water. In this way the spaced recording-sites could 
easily be located on a radiograph as the upper ends of 
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the mercury columns. Thin barium emulsion 
(specific gravity 1-2) was used as contrast 
medium during drinking, and 70% diodone for 


injection into the esophagus through a tube. An 


electrical link indicated on the pressure record 


when the X-ray tube was energised and so 


provided precise timing of the radiograph. In 


some experiments radiographs at the rate of two 
a second were obtained with a Helm camera. F 
The subjects of the moré complicated pro- [0 fF 


25 


cedures were 6 normal volunteers. Much infor- 


mation on normal swallowing patterns was also 


available from records made for investigation 


of respiratory disorder by the method of 


Dornhorst and Leathart (1952). 


RESULTS 


(Esophageal Propulsive Wave 


This wave is of characteristic form, taking 


about 4 seconds to complete, with peak pressure 


between 20 and 50 mm. Hg. It travels about -0 
4 cm. per second with little change of form * 


\ 
\ 
\ 
\ 
\ 
\ 


(fig. 1). There is no relaxation preceding the 


contraction ; indeed there is usually a gentle rise [ 


of pressure, accompanying the passive expansion Ce 


of the esophagus as the contents are forced 
down ahead of the wave. 

The propulsive wave is normally initiated by a 
pharyngeal swallow, but if swallows are repeated at 
intervals of a few seconds the propulsive wave often fails 
to follow ; this suggests that the cesophageal muscle has 
a refractory period. 

A propulsive wave starting in the upper wsophagus 
may also be initiated by the injection of air or liquid into 
the lower cesophagus through a fine tube. 

When liquid is swallowed in a continuous series of 
gulps, there is no propulsive wave until the last gulp 
(fig. 2). 

In the immediate vicinity of the cardia, the contraction 
becomes less forceful and lingers for up to 20 seconds 
(fig. 3). It is uncertain whether gastric muscle is involved 
in this. 


Competence of the Cardia 


During inspiration the intra-cesophageal pressure drops 
and the abdominal pressure rises. A pressure difference 
tending to force gastric contents into the cesophagus is 
set up, amounting with a moderately deep inspiration to 


Fig. 2—As in fig. 1. During signal shown in time record at top, fluid is being drunk 
in a continuous series of gulps. Note propulsive wave follows only the final gulp. 


some 15 mm. Hg. With an inspiratory effort against a 
closed glottis, much higher pressures are generated. 
Fig. 4 shows a difference of 80 mm. Hg maintained for 5 
seconds. There is no tendency for the pressures to 
equalise, as must happen if there were a leak between 
the two regions. The normal cardia is thus extremely 
resistant to regurgitant flow. 


Localisation of the Cardia 

The opening of a recording-tube is readily moved 
either way through the cardia even when a considerable 
pressure gradient is maintained. Only a few millimetres’ 
movement is needed for the recorded pressure to change 
from high to low or vice versa. <A characteristic spike of 
pressure usually appears as the opening passes from one 
region to the other. It is immaterial whether a tube with 
a lateral or terminal opening is used (fig. 5). Similar 
phenomena occur with a suitably placed tube with 
changes in respiratory posture, presumably as the cardia 
is pulled over the fixed tube. With mercury-tipped tubes 


on the radiograph. From the pressure 


the recording positions are easily identified 
Wil | | | record the functional position of each tube 


is known at the moment of exposure, so 


that the radiographic position of the 


Fr 50 functional cardia can be fixed within 
onan narrow limits (fig. 6). 
2 Resistance of the Cardia to Forward 
pa Passage 
‘aas + = It is notable that a very flexible poly- 


thene tube is easily passed through the 
cardia even when it is supporting a con- 


siderable inverse pressure during deep 


inspiration. The cardia’s resistance to 


forward passage of fluid was investigated 


in the following way : 


Pressures were simultaneously recorded 
above and below the cardia while the 


region was observed on the X-ray screen. 


The subject rapidly drank about 250 ml. 


Fig. |—Pharyngeal tlt and phageal propulsive waves. Upper trace : pressure 
in pharynx. Middle and lower traces: pressures 9 and I8 cm. down cesophagus. 


Note that a pharyngeal swallow repeated too soon fails to initiate a propulsive wave. 
in this and subsequent records, time is marked at the top in seconds and pressures 


of thin barium emulsion and the first 
appearance of the barium in the stomach 
was signalled. In four experiments the 
screen was photographed twice a second 
during the critical period, each exposure 
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Fig. 3—Upper trace: pressure on cesophageal side of cardia. Middle trace: pressure on gastric side, 1:5 cm. lower down. Lower trace: gastric 
Pressure clear of the cardia. At arrow, a mouthful of water was swallowed. The lingering pressure rise in vicinity of cardia contrasts with the 
steady level in stomach. Exaggerated respiratory swings in upper trace suggest that tube is lightly gripped in cardia during expiration. 

Fig. 4—Gastric pressures (above) and cesophageal pressures (below) during Miller’s manceuvre. 


Role of the Diaphragm and other Extragastric Structures 

The large inverse pressures that we have described 
involve contraction of the diaphragm, and it is important 
to determine whether this can itself occlude the ceso- 
phagus. The following observations suggest that this 
is not so: at the end of a thoracotomy on 3 patients with 
lung-disease, a finger was passed alongside the esophagus 
through the diaphragmatic hiatus, while the patient 
recovered from the muscular relaxant; even when 
vigorous diaphragmatic movements were regained, no 
constriction of the finger by the hiatus could be 
felt. 


ascertain the pressure differences required before the 
fluid would pass through the cardia, and the resistance 
to the flow once it was established. It should be empha- 
sised that during the whole period under consideration 
there were no propulsive waves in the cesophagus. 
The results are typified by figs. 7 and 8. The descending 
barium rapidly annuls the previous negative pressure 
gradient across the cardia and within a second or less the 
fluid is streaming through a widely epen channel, while 
the pressure in the csophagus maintains a plateau. 
Before this happens the gradient swings briefly positive— 


| being signalled. From the data it was possible to 


in fig. 7 by about 4 mm. Hg above the free-flow plateau. 
The maximum pressure difference reached may be 
considered as the “‘ yield-pressure’’ of the cardia. For 
some seconds after a propulsive wave has reached the 
cardia this yield-pressure is increased (fig. 9). 

The height of the pressure plateau above the level before 
drinking starts, and the height of the fluid 
column during the steady-flow period, 


The réle of other anatomical factors was investigated 


as follows : 


In 2 patients it was necessary to mobilise the stomach as 


the first stage of radical operation for carcinoma of mid- 
cesophagus. When this had been doneand the cesophagus was 
freely movable in the relaxed hiatus, a tape was passed round 


necessarily increase with increasing depth 


of inspiration—i.e., with the magnitude 


of the inverse pressure difference which 


must be annulled before any forward flow 


can occur, 


When drinking ceases a propulsive wave 


is normally initiated and a few seconds 


if 
= 


later it reaches the lower csophagus, 


sweeping the remaining contents into the 


stomach. 


The conclusion from these experiments 
is that, except for the few seconds following 
a propulsive wave, the normal, cardia 


offers only trivial hindrance to forward 


flow: the smallness of the yield-pressure 


and the rapidity of yield (about 0-5 sec.) 


scarcely suggest a sphincteric mechanism. 
The height of the column of fluid appar- 
ently supported by the cardia is adequately 
accounted for by the inverse pressure 
gradient. 


Fig. 5—Upper trace: pneumogram (inspiration downwards) ; larger excursions are 
normal respirations, smaller ones are inspiratory efforts with closed glottis to show 
position of recording sites. Middle trace : pressure at tube opening in vicinity of cardia. 
Lower trace : tube opening in cesophagus throughout. At signals shown in time record 
at top, tubes were advanced or withdrawn about | cm. Arrows indicate when tube 
crosses cardia. 
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the pylorus and the stomach inflated with air with a syringe. 


It was found that the cardia prevented the escape of air in 
spite of firm pressure on the body of the stomach. Air readily 
escaped, however, on manipulation of the cardiac region. 
During this procedure the stomach was not supported by the 
liver or other structures. The cesophagus made approxi- 
mately a right angle with the slight convexity of the fundus. 
There was no visible groove or fold suggesting contraction of 
the main muscle layers. 


It appears that support from adjacent structures or the 
maintenance of an acute angle of esophageal entry are not 
necessary for cardiac competence. This is, of course, not 
to say that they may not assist it. 


DISCUSSION 


Our results show that from the point of view of function 
the cardia is a very localised region, extending over not 
more than 5 mm. This region has the characteristics of a 
valve—namely, very small resistance to forward passage, 
with the ability to resist retrograde flow in spite of large 
inverse pressures. The mechanism appears intrinsic to 
the neighbourhood of the anatomical cardia and to be 
independent of externally visible folding or kinking. 
The behaviour is unlike that of known smooth-muscle 
sphincters, and favours the existence of some form of 
flap or funnel valve. By exclusion, we have come to 
believe that the muscularis mucose, which is well 
developed in this region (Thomlinson 1953), pulls the 
lax mucosa into some valvular form. The valve must be 
capable of active opening for eructation of gas, which 
we have observed to occur with only trivial rises in gastric 
pressure and also for vomiting. It is well known that 
the cardia yields no secrets post mortem, and visual 
confirmation in the living subject is desirable. 

There has been some controversy over the part played by 
the diaphragm ; the increased column of barium supported 
in the cesophagus during inspiration has been regarded as 
evidence of 
diaphrag- 
matic con- 
striction. 
Both our 
direct and 
indirect 
evidence 


is against 
+15 this notion, 
which we 
think to be 
os based on an 

ignorance of 


the pressure 
changes in- 
volved and 

-15 a miscon- 
ception of 
the respec- 
tive réles of 
es gravity and 
of propul- 
sive waves 
in the swal- 
lowing of 
liquids in 
the upright 


posture. 
SUMMARY 
| The char- 
acteristics 
Fig. 7—Upper two traces: pressure in lower ceso- of normal 
phagus. Lower trace: pressure in stomach. Barium 
csophageal 
drunk during long signal shown at top; films isi 
exposed at short signals shown below this. Arrow propulsive 


indicates timing of first film showing barium passing waves are 
into stomach. described. 
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Fig. 9—As in fig. 7, showing effect of a recent propulsive wave on 
behaviour of cardia. 


The normal cardia exerts little resistance to forward 
passage, but it has a great capacity for preventing 
retrograde flow. The area of the functional cardia is 
sharply localised. The cardia is considered to be a valve, 
probably formed by the action of the muscularis mucose 
on the mucosa. 

Evidence is produced that the contracting diaphragm 
does not occlude the osophagus. 


We are indebted for technical assistance to Mr. R. W. Halls 


and Mr. M.G. Ventom, and to members of the physics and 
photographic departments of St. Thomas’s Hospital. 
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WHILE it is well known that in symmetrical progressive 
scleroderma (sclerodactyly) «esophageal lesions may 
produce dysphagia, it is less widely recognised that in 
this condition a disorder of csophageal function is 
frequently demonstrable when the patient is unaware of 
any difficulty in swallowing. We describe here the 
disorder and its histological basis. 


Material and Methods 


Six consecutive patients with sclerodactyly were 
examined by radiography and their esophageal contrac- 
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tions recorded as described by 
Dornhorst et al. (1954). All | 
the patients had typical changes ERRERERRRERED! 

in the fingers; two had in = 
addition certain features sug- f 

gestive of dermatomyositis. None | t — 
complained of dysphagia. 

Necropsy material from two 
further cases was available for + 

histological study. 
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Results 


All six patients had a definite [J5em—f¥ 
abnormality of esophageal func- 
tion: five showed the same 
pattern differing only in degree ; 
the sixth had, in addition, a 
stricture in the region of the 
cardia 


> 


The characteristic defect was — 
failure of the propulsive waves ” 
to continue normally into the ~~ a Pressures recorded simultaneously at different sites. The distance of each site 
lower half of the cesophagcus. low the cricopharyngeal sphincter is marked on the trace. The vertical bars indicate deflection 
The upper half rene nhey produced by 50 mm. Hg. Time marked in seconds. 


normal vigour, though usually 


(a) Normal propulsive wave for comparison. The wave, of rather less ‘than average amplitude, is propagated 
into the lower cesophagus without decrement. 


aC - 


for less than the normal time, 
and often with spontaneous 
iteration ; but the contraction 
either failed entirely to pro- 
pagate or became very feeble and 
incodrdinate (fig. 1). The weak- 
ness of the lower cesophagus was manifest radiographically 
when the patient was observed swallowing in the supine, 
slightly head-down, position; the bolus was carried 
briskly to about the position of the tracheal bifurcation 
where its progress ceased. A further mouthful might 
push it on a little, but it would not enter the stomach 
until the patient stood up. 


The microscopic appearance is of simple atrophy with 
minimal fibrous replacement of the main muscle-coats 
in the lower cesophagus—the muscularis mucose is 
unaffected. There is no sclerosis such as occurs in the 
dermis (fig. 2). 


cesophagus. 


Fig. 2—Two sections from the lower end of the cesophagus. A shows 
complete loss of the main muscle coats ; while B, taken from | in. 
higher up the cesophagus, shows loss of the longitudinal coat only. 
in both the muscularis mucosz is intact. 


(b) Failing propagation in sclerodactyly. Note adequate force, but short duration of contraction of upper 


(c) Iterative contraction in upper cesophagus with failure to propagate. The pressure changes in the 
lower cesophagus are probably entirely passive. 


Discussion 

Since all six unselected patients with sclerodactyly 
had cesophageal disorders though free from dysphagia, 
the association must be common.  Radiographically, 
since there is no interference with the normal * gravity 
swallowing,’ the abnormality is easily overlooked if the 
patient is examined standing and a barium cream of 
average consistency is used. One of our patients had 
been reported as having a hypermotile cesophagus ; 
measurement showed that the movements of the lower 
esophagus, while quite numerous, were very feeble. 
Another had been described as swallowing much air but 
as otherwise normal : in fact there was complete paralysis 
of the lower esophagus and hence no means of expelling 
air from it. Observation of anti-gravity swallowing is 
necessary for recognition of this disorder. : 

The microscopic appearance, radiography, and pressure 
measurements all point to simple muscle weakness and 
wasting in the lower half of the csophagus as the 
essential lesion. No doubt cesophagitis, with reflux, 
stricture, &c., occurs as a complication in some patients. 


Summary 

Csophageal disorder in sclerodactyly is common, but 
on radiographic examination may be overlooked unless 
anti-gravity swallowing is observed. 

The essential disorder is weakness and wasting of the 
muscle of the lower esophagus. 

We are indebted to Dr. G. B. Dowling for his help in sending 
us patients with scleroderma. 


REFERENCE 
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** .,. One of the purposes of a journal is to provide a means 
for the dissemination of the opinion of its readers. . . . It is not 
likely that all the letters received can be published, therefore 
somebody has to select those most suitable for this purpose 
and to reject others. . . . Fortunately, there will be many who 
will not approve the editor’s decision, for that keeps all 
concerned alert and on their toes, but he is fortified by the 
knowledge that a measure of disapproval is inescapable, and 
that all he can do is to endeavour to see that it moves round 
as much as possible, and does not stagnate in one place.”— 
Brit. dent. J. March 16, 1954, p. 144. 
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Ir is now established that, given adequate treatment, 
the overriding factor in the prognosis of tuberculous 
meningitis is the stage the disease has reached at the 
outset of treatment. For example, in a series of 80 
consecutive unselected cases treated at Oxford between 
December, 1949, and July, 1952, whereas the over-all 
mortality was 37:5%, no patient died among those 21 
who were still fully conscious and rational and without 
focal neurological signs when their treatment was begun. 
Yet it is precisely in this, the most favourable, stage 
of the disease that diagnosis can be most difficult. As 
a result these favourable cases remain a small minority 
of the whole. 

When evidence of active systemic tuberculosis is 
lacking, the clinical picture at this stage of the illness 
is simply one of mild meningeal inflammation. The 
abnormalities of the cerebrospinal fluid (c.s.F.) may be 
limited to a lymphocytic pleocytosis and some increase 
in the protein content, since the chloride content is 
seldom decreased and, not infrequently, even the glucose 
content is still within normal limits. The differential 
diagnosis is thus from virus infection of the central 
nervous system (especially pre- or non-paralytic polio- 
myelitis) ; from spirochetal infections, such as syphilis 
and leptospirosis ; from brain abscess and, occasionally, 
tumour; and from benign lymphocytic meningitis of 
unknown etiology (Cairns et al. 1950). In the absence 
of any distinctive clinical or pathological features 
differentiation may be extremely difficult; yet, if the 
case is really one of early tuberculous meningitis, to 
withhold treatment until the nature of the disease has 
declared itself is often to wait until too late. 

Recently we have been receiving an increasing amount 
of help in the management of these difficult cases from 
the results of studies on the passage of bromide from 
blood to c.s.F. The opportunity to make these observa- 
tions arose during the course of larger studies on the 
wtiology of glaucoma and of schizophrenia. The bromide 
test used is a modification of that devised by Walter 
(1929). For a critical assessment of its reliability as a 
means of measuring barrier permeability see Hunter et 
al. (1954). 

Methods 

Sodium bromide is used as the test substance and is 
given by mouth or by intravenous injection. The oral dose 
for adults is 1-0 g. t.d.s. for three days and for children 
0-25-0-5 g. t.d.s. for three days, depending on the size 
of the child. The intravenous dose for adults is 8 g. 
and for children 2-4 g. given at a single injection. The 
intravenous solution is made up by dissolving 8 g. of 
sodium bromide in 30 ml. of sterile distilled water. 
After oral administration two full days is allowed for 
equilibrium to become established between blood and 
C.8.F.; after intravenous administration twenty-four 
hours is sufficient. The intravenous solution is moderately 


* Based on communications given to the Association of 
British Neurologists and the Association of Clinical 
Pathologists. 

t Working with a grant from the Medical Research Council. 


irritating, causing some patients to complain of local 
discomfort towards the end of the injection, and care 
must be taken to ensure that all the solution is delivered 
into the vein and none allowed to escape into the 
surrounding tissues. The sodium bromide has had no 
other detectable effect on the clinical condition of the 
patients. The bromide is excreted so slowly that this 
dose has proved sufficient to maintain measurable levels 
in blood and c.s.F. for several weeks. 

When equilibrium has been established, samples of 
venous blood and of c.s.F. are collected into dry and 


SERUM /C.S.F.-BROMIDE RATIOS IN NORMAL ” CONTROLS 


Conditi No. of 
ela | nid | Range | Mean 
Glaucoma .. 6 1:95-2:97 | 2-52 
Tuberculosis without meningitis . . 5 2-03-3-05 | 2-53 
Total | 24 | 195-339 | 2-61 


| 


chemically clean test-tubes. Venous blood 5 ml. and 
c.s.F. 3 ml. are sufficient to allow the estimations to be 
done in duplicate. The clotted blood is centrifuged and 
the bromide contents of the serum and C.s.F. are esti- 
mated. The results are expressed as the ratio of the 
serum-bromide level to the c.s.F.-bromide level (serum/ 
c.8.F. bromide). This we call the bromide ratio. 

All the ratios given here are based on lumbar C.s.F. 
Since the bromide content of cisternal and ventricular 
fluids is lower than that of lumbar C.s.F., ratios based 
on those fluids are not comparable with ratios based on 
lumbar ¢.s.F. 

All the bromide estimations were made by an iodo- 
metric titration method (Hunter 1953). 


Results 
‘* NORMAL CONTROLS 


By this method of determination we find that, in the 
absence of detectable organic disease of the central 
nervous system, serum contains two or three times as 
much bromide as does cC.s.F.—in. other words, the 
bromide ratio is 2-3. These results (see table) were 
obtained from cases of various kinds of psychosis, from 
cases of glaucoma, and from cases of tuberculosis without 
evidence of meningitis. 

These ratios are significantly lower than those reported 
by Walter (1929). This discrepancy is undoubtedly due 
to the different method used for the bromide estimations. 
Walter and his immediate followers used the gold- 
chloride method for their estimations. The bromide 
levels of several samples of blood and c.s.F. have now 
been estimated both by the gold-chloride and by the 
iodometric titration methods. Whereas the results 
obtained by the two methods in c.s.F. were in close 
agreement, some substance other than bromide was 
present in blood that reacted with the gold chloride to 
give the same brown colour. The serum-bromide levels, 
and consequently the bromide ratios, estimated by the 
gold-chloride method are too high (see Hunter et al. 
1954). 

We have now estimated the bromide ratio in several 
neurological disorders, especially tuberculous meningitis, 
non-purulent meningitis other than tuberculous menin- 
gitis, and during intrathecal tuberculin reactions. A full 
report of our findings is in preparation, but certain 
points of practical importance are briefly discussed here. 


DURING INTRATHECAL TUBERCULIN REACTION 


By the intrathecal tuberculin reaction is meant that 
wave of meningitis which follows the introduction of 
tuberculin into the c.s.F. of a Mantoux-positive person 
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with normal meninges and without active tuberculosis. 
This meningitis, which undoubtedly reflects a true 
specific antibody-antigen reaction, affects both the 
cellular and protein content of the c.s.r. and is, when 
fully developed, diphasic (Swithinbank et al. 1953). 
The reaction has a dramatic effect on the passage of 
bromide from blood to c.s.F. During the first phase of 
the reaction the serum/c.s.F.-bromide ratio falls to 
unity ; in other words, the blood-c.s.¥. barrier to bromide 
is abolished. The ratio remains at or below unity through- 
out the second phase of the reaction and then slowly 
begins to climb, but it is many weeks before the barrier 
is completely re-established. That the ratio is a reliable 
indicator of the permeability of the blood-c.s.F. barrier 
to bromide is shown by the fact that it is independent 
of the absolute amounts of bromide present in blood and 
C.8.F. (fig. 1). 
The rise of the c.s.F.-bromide level is often, but by 
no means invariably, associated with a rise of the 
c.8.F.-protein level. At the beginning of the reaction 
the serum/c.s.F.-bromide ratio falls as the c.s.F.- 
protein level rises; but, as the reaction develops, 
the two tend to become dissociated, until finally the 
C.S.F.-protein level returns to normal before the bromide 
ratio. A dissociation between the c.s.¥F.-protein level 
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Fig. |—Intrathecal tuberculin reaction in a person with normal 
meninges. 


Note (1) steady fall in serum-bromide level until 52nd day, 
when another three-day oral “‘ course’’ (total 9-0 g. of sodium 
bromide) was given; (2) rapid rise in c.s.¥.-bromide level after 
intrathecal injection of tuberculin on day 1; (3) abrupt fall of 
bromide ratio after injection of tuberculin, and its steady 
recovery, still incomplete after 102 days (increase in serum- 
bromide and c.s.F.-bromide levels between days 50 and 60 
had no effect on ratio); (4) diphasic rise in the cell-counts 
and protein content of c.s.¥. (during first phase serum/c.s.¥.- 
bromide ratio falls sharply to 1 and only begins to climb 
as the second phase subsides). 
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and a distur- 
bance of the 
bromide ratio 
has been seen 
in other neu- 
rological con- 
ditions. 
one condition 
we have so 
far found in 
which a low 
bromide ratio 
has invari- 
ably been 
associated 
with a high 
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tein level is 
spinal block. 
Whether the 
block has 
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Fig. 2—Bromide-ratio distributions in 33 cases of early 
proved tuberculous meningitis and in 33 cases of 


menin g1 tis > non-tuberculous “ non-purulent’’ meningitis. For 
the ratio for further explanation see text. 
the fluid 


below the block has always been about 1. 


TUBERCULOUS MENINGITIS 


Active tuberculous meningitis appears to have the 
same effect on the blood-c.s.¥. barrier as does the intra- 
thecal tuberculin reaction. In our experience it has 
been the rule for the ratio to be profoundly depressed 
but to return to normal when the infection is brought 
under control. Even when intrathecal tuberculin was 
not used in treatment, values of 1 or less were common. 

Moreover, this fall in the ratio appears to happen early 
in the illness. 


For example, two young women were admitted to hospital 
at about the same time, both with miliary tuberculosis. As 
soon as the diagnosis was established radiographically, a 
routine lumbar puncture was done in each case. In the 
first the lumbar c.s.¥. contained 2 eells per c.mm. and protein 
35 mg. per 100 ml. The bromide ratio was 2-18—i.e., within 
normal limits. The patient made a straightforward recovery 
without ever developing any signs or symptoms of meningitis. 

In the second case the lumbar c.s.F. contained 10 cells 
per c.mm. and protein 120 mg. per 100 ml., but the bromide 
ratio was only 0-99. The patient was treated for tuberculous 
meningitis, and the diagnosis was,later confirmed when 
Mycobacterium tuberculosis was cultured from an early speci- 
men of c.s.F. Shortly after conclusion of the intrathecal 
therapy the ratio had risen to 2:39 ; and at her last follow-up, 
seventeen months after the beginning of her illness, it was 2-97. 


The results obtained in 33 cases of tuberculous menin- 
gitis are shown in fig. 2. The diagnosis was confirmed 
in all the cases by the isolation of M. tuberculosis 
from the c.s.F. This figure is restricted to estimations 
of the bromide ratio made during the first month of 
treatment, since this is a period for which it is certainly 
justifiable to treat suspected but unproved cases of 
tuberculous meningitis. None of these patients had 
received any intrathecal tuberculin before the bromide 
test, nor did any of them show evidence of a spinal 
block. These are, of course, necessary conditions for 
comparison, since the intrathecal injection of tuberculin 
can lower the ratio to 1 or less even in people with 
normal meninges, and the ratio is always low for the 
fluid below a spinal block. 


OTHER VARIETIES OF NON-PURULENT MENINGITIS 


In other varieties of non-purulent meningitis a fall in 
the bromide ratio comparable with that found in tubercu- 
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BROMIDE RATIO 
Fig. 3—Serum/C.S.F.-bromide ratio p d inst t of protein 
and cells in C.S.F. in tuberculous and non-tuberculous cases of menin- 
gitis. Findings in tuberculous cases are shown by circles and in 
non-tuberculous by crosses. For further explanation see text. 


lous meningitis has proved exceptional. Even though 
the changes in the number of cells and the amount of 
protein in the c.s.F. were about the same as those in 
tuberculous meningitis, the blood-c.s.F. barrier to 
bromide was, on the whole, remarkably well maintained. 
This finding suggested that the bromide test might be 
used as an aid to the diagnosis of tuberculous meningitis. 
Accordingly the ratio was estimated in 33 cases of 
non-purulent meningitis that was not tuberculous. The 
composition of this group is shown in the following list, 
which includes many of those conditions from which the 
differentiation of early tuberculous meningitis can be 
most troublesome : 


Diagnosis 

Paralytic poliomyelitis 

Choreolymphoc ytic meningitis (mouse- borne) 1 

Neurosyphilis 2 

1 
1 
8 


No. of cases 


Cerebral abseess 
Intracranial tumour. 
* Lymphocytic meningitis of unknown tiology 1 
Total 33 
* Includes probable Cases of | non- -paralytic poliomy elitis. 

The ratio distributions for the cases in these two groups 
are shown in fig. 2. In the great majority of the tubercu- 
lous cases the ratio was between 0-7 and 1-29, and in 
only 3 of the 33 was it higher than 1-6. The ratio distri- 
bution for the non-tuberculous cases shows a flatter 
peak, as might be expected in a group of mixed etiology. 
But, by contrast with the tuberculous cases, in only 
2 of the 33 was the ratio lower than 1-6. Thus, with 
1-6 as the critical level, in 5 cases out of 66 the ratio 
fell out of place, giving an error of about 7°. 

This difference in the bromide ratios of the two 
groups is largely independent of any differences in the 
amounts of protein and cells in the fluids (fig. 3). Except 
for a few tuberculous cases in which a very high protein 
content was invariably associated with a low ratio, the 
disturbance in both cells and protein was about the same 
in both groups of cases, and in the tuberculous cases a 
trivial increase of protein proved quite compatible with 
a low bromide ratio. 


EFFECT OF INTRATHECAL CHEMOTHERAPY 
Several of the patients in the non-tuberculous group 


were originally suspected of being tuberculous and were 
receiving daily intrathecal injections of streptomycin, 


or of streptomycin ona isoniazid, iim the bromide ratio 
was estimated. In spite of this the ratios were not 
obviously depressed. We therefore conclude that this 
form of intrathecal medication has no significant effect 
on the blood-c.s.F. barrier to bromide. 


Discussion 


There is already a considerable amount of cireum- 
stantial evidence that the changes in the C.s.F. in 
tuberculous meningitis are the expression of spontaneous 
intrathecal tuberculin reactions—i.e., of a hypersensitivity 
or antibody-antigen response (Cairns and Smith 1952). 
The finding that the disturbance of the bromide ratio 
is identical in tuberculous meningitis and in the experi- 
mental intrathecal tuberculin reaction strongly supports 
this hypothesis. It also suggests that some mechanism 
other than a hypersensitivity effect must be at work 
in the production of the c.s.F. changes in many of the 
other varieties of non-purulent meningitis. 

From the point of view of diagnosis we do not for one 
moment suggest that a low bromide ratio is pathog- 
nomonic of tuberculous meningitis. Nor must the 
result of the bromide test be considered in isolation 
from the other findings, clinical and pathological. But 
in doubtful cases where the picture as a whole is com- 
patible with the diagnosis of tuberculous meningitis the 
finding of a low bromide ratio is strong reason for 
beginning treatment without further delay. 


Summary 


The diagnosis of tuberculous meningitis in its early 
and most favourable stage may be extremely difficult. 

The bromide test for permeability of the blood-c.s.F. 
barrier is described, and evidence is presented that the 
barrier to bromide is more frequently and more seriously 
impaired in tuberculous meningitis than in other varieties 
of meningitis with comparable changes in the C.s.F. 

The bromide test may therefore prove helpful in the 
early diagnosis of tuberculous meningitis. 
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SHORNCLIFFE MILITARY HOSPITAL 


Marcu hemoglobinuria is an uncommon and appar- 
ently harmless transient disturbance after exercise in the 
upright posture. Most usually it affects young men, but 
Gilligan and Altschule (1950) have described the syndrome 
in a young woman and consider that it is commoner in 
females than is usually supposed. Because this disorder 
is benign and transient, our knowledge of its pathology 
is slight, although its clinical aspects have been fully 
described (Witts 1936, Gilligan and Blumgart 1941, 
Gilligan et al. 1941, 1943, Palmer and Mitchell 1943, 
Hobbs 1944, Kurz 1948, Lubran and Sakula 1940, 
Whitby and Britten 1950, Plumb 1951). 

The colour of the urine is startling enough to bring the 
patient to his doctor. It is classically described as being 
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of a port-wine colour, but the patient’s description of it 
as resembling black blood is equally apt. Associated 
symptoms are usually absent, though there may be slight 
aching in the loins. The hemoglobinuria is directly related 
to exercise in the upright posture ; swimming or cycling 
never result in the syndrome. Gilligan and Blumgart 
(1941) have strikingly demonstrated the influence of 
posture by showing the inhibitory effect of increasing 
kyphosis on the degree of intravascular hemolysis. 
Usually the disturbance occurs after an unaccustomed 
degree of exercise—many cases have been described in 
young recruits to the Armed Forces—but the exercise 
threshold tends to be constant for each individual. 
Summation may be apparent, as in a patient we saw who 
only had the syndrome if he played football two days in 
succession. Discoloration is maximal immediately after 
exercise, and decreasing amounts of hemoglobin are 
found in urine passed during the next few hours. By the 
time the patient reaches hospital his urine is usually 
quite clear, and the diagnosis has to be made from the 
luistory, with laboratory tests to exclude other causes of 
hemoglobinuria and hematuria. After a period varying 
from a few months to several years the attacks disappear 
spontaneously, and these do not recur in later life. 

Two main factors seem to produce this disorder : 

1. Increased hemolysis. The plasma-hemoglobin is normal 
at rest but after exercise rises to abnormally high values ; its 
level increases with the degree of the exertion and falls as 
soon as the exercise is stopped (Gilligan and Blumgart 1941, 
Gilligan et al. 1943). 

2. Renal tubular defect. By correlating the time of onset 
of hemoglobinuria with the plasma-hemoglobin values, it has 
been found that the renal threshold for haemoglobin in these 
patients is much reduced. This abnormality is probably not 
related to the exercise since a similar threshold is found during 
rest (Gilligan and Blumgart 1941, Gilligan et al. 1941). Gilligan 
et al. (1941) have shown in normal subjects that, once this 
peak is exceeded, excretion of hemoglobin will continue at 
levels as low as 50% of the normal threshold. 


Material 


While investigating a patient with a history of march 
hemoglobinuria, we observed that he was a natural 
excretor of 8-amino-isobutyric acid. On the basis of 
this case and the known renal tubular abnormality in 
patients with march hemoglobinuria, we decided to 
examine for abnormal amino-acid excretion the urines 
of as many patients as possible who had had this com- 
plaint. The Army authorities kindly collected for us the 
case-notes of 24 patients who had been in hospital with 
symptoms suggestive of the syndrome during the past 
seven years. Owing to the nature of the disorder, 
hemoglobinuria was seldom observed in hospital, and 
“probable”? cases of march hemoglobinuria were 
selected by the following criteria : 


1, The patient must be a young man who gave a history of 
passing dark red urine directly related to exercise in the 
upright posture, with absent or only slight associated symp- 
toms. 

2. Absence of red blood-cells on microscopical examination 
of the urine was likewise essential. 

3. At least one of the following investigations must have 
yielded supporting evidence: (a) oxyhemoglobin found on 
spectroscopic examination of the urine with absence of red 
blood-cells on microscopy ; (6) negative serological examina- 
tion of the blood ; or (c) negative radiographic and bacterio- 
logical examination of the urinary tract. 


Of the 24 cases, 15 appeared from their notes to be 
‘* probables ’’ and we were able te obtain early morning 
specimens of urine from 11 of these, making 12 in all 
with our original case. 
Methods 


Samples of early morning specimens of urine were 
obtained from the 12 patients and stored in a refrigerator 
with a crystal of thymol as preservative. Volumes of 
urine containing 0-015 mg. of creatinine were spotted on 
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RESULTS OF TESTS ON EARLY MORNING SPECIMENS OF URINE 
FROM 12 PATIENTS WHO HAD HAD MARCH HAMOGLOBINURIA 
IN THE PREVIOUS SEVEN YEARS. THE RESULTS FOR 
CHEMICAL ANALYSIS OF CYSTINE ARE GRADED FROM 0 to 4 
ARBITRARY UNITS 


| Generalised 

Case no. B.A.1.B. | amino- 

Chem. Chromat. aciduria 
2 4 + + } H 
3 2 } 0 
4 1 +4. 0 
5 2 + t 0 
6 2 H 0 
7 3 t + 0 
8 4 r 0 
9 3 4 + 0 
10 1 + Slight 0 
11 1-2 Slight 0 
12 2 0 a 


to 20-em. squares of Whatman no. | filter-paper and run 
as two-dimensional chromatograms, using phenol-water 
and collidine-lutidine-water as solvents. 

Cystine was demonstrated chromatographically by 
oxidation with 30% (100 vol.) H,O, and 0:1% ammonium 
molybdate, and chemically by the cyanide-nitroprusside 
test of Brand et al. (1930). A rough quantitive estimation 
was attempted by this latter test, grading the intensity 
of colour response -in 0-4 arbitrary units. §-amino- 
isobutyric acid was identified by the following procedures : 

1. 6-amino-isobutyric acid (kindly presented to us by 
Mr. R. G. Westall) occupied a similar position on the chromato- 
gram and also reinforced the unknown spot when both were 
put up together, 

2. Hydrolysis with concentrated hydrochloric acid at 100°C 
for twenty-four hours did not change the chromatographic 
properties of the substance. 

3. Similarly, it was not affected by oxidation with 30% 
(100 vol.) H,O, and 0-1% ammonium molybdate. 

4. “‘ Copper runs "’ were done by the method of Crumpler 
and Dent (1949), these leaving the unknown spots unchanged. 


Results 


The results of the urinary analyses, are shown in the 
accompanying table. Cystine was excreted in excess in 
every case. §8-amino-isobutyric acid (B.A.I.B.) was 
present in 11 of the 12 cases, although in 2 of these the 
quantity was small. In 2 cases there was pronounced 
general amino-aciduria, including B.A.1.B. 

As far as our methods would allow of quantitative 
assessment, the results suggested a correlation between 
the amounts of cystine excreted and the presence or 
absence of other amino-acids in the urine. Thus in both 
the cases with generalised amifio-aciduria there was 
evidence of a larger excretion of cystine in the urine than 
in most of the other cases. Conversely only compara- 
tively small amounts of cystine, although larger than 
normal, were present in the urines of the 3 patients who 
showed either an absence or only traces of B.A.1.B. 


Discussion 


Gilligan et al. (1943), observed increased haemolysis in 
18 out of 26 marathon runners. Whereas the accepted 
level for normal persons at rest is less than 6 mg. hemo- 
globin per 100 ml. plasma, values of 15-44 mg. per 100 
ml. plasma were found in their series; and 3 of the 
runners had actual hemoglobinuria. Patients with march 
hemoglobinuria have a tendency to abnormal intra- 
vascular hemolysis after relatively moderate exercise, 
although there would appear to be no clear-cut distinction 
between normal and abnormal (Witts 1936, Hobbs 1944, 
Lubran and Sakula 1949, Plumb 1951). 

For hemoglobin to appear in the urine, hemolysis must 
occur to such an extent that the plasma-hemoglobin 
level is greater than the renal threshold for this substance. 
Conceivably this could occur with the normal renal 
threshold of over 135 mg. per 100 ml. plasma (although 
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such a state has not, to our knowledge, been described). 
Obviously hemoglobinuria would be more likely in the 
presence of a low renal threshold ; and indeed hwemo- 
globin has been found in the urine with plasma values of 


less than 100 mg. per 100 ml. (Gilligan and Blumgart 


1941, Gilligan et al. 1943, Palmer and Mitchell 19438, 
Hobbs 1944, Lubran and Sakula 1949, Gilligan and 
Altschule 1950, Plumb 1951). 

Many workers’ estimates of the renal threshold for 
hemoglobin were based on plasma samples taken from 
their patients after the exercise had been completed. 
These figures were thus, perhaps, abnormally low ; for 
Gilligan et al. (1941) have shown by intravenous injection 
of hemoglobin that, once the renal threshold has been 
exceeded, haemoglobin will continue to be excreted at 
much lower plasma levels. In the resting patient Gilligan 
et al. demonstrated an initial renal threshold of 30-75 
mg. per 100 ml. plasma in patients with march hzemo- 
globinuria, but their experimental method precluded any 
estimate of the specific effect of exercise. 

This low but variable renal threshold to haemoglobin 
suggests that these patients have a renal tubular defect 
of differing severity. Our experimental findings indicate 
that this same defect involves tubular reabsorption of 
amino-acids. The degree of amino-aciduria cannot be 
correlated with the clinical severity of the syndrome, 
since the hemoglobinuria depends not only on the renal 
threshold but also on the amount of intravascular 
hemolysis. 

In our cases increased urinary excretion of cystine was 
a constant finding. The two with the highest urinary 
cystine level showed a chromatographic pattern consis- 
tent with heterozygous cystinuria (Harris and Warren 
1953). It would be interesting to assess the renal threshold 
to hemoglobin in other conditions associated with an 
excessive cystine excretion, such as the Fanconi syn- 
drome, Wilson’s disease, and homozygous cystinuria 
(Dent 1947, Uzman and Denny-Brown 1948, Cooper et al. 
1950, Dent and Rose 1951). Urinary B.A.1.B. is almost as 
constantly associated with march hemoglobinuria as is 
excess urinary cystine. In a large majority of our cases 
B.A.1.B. was present in the urine, although it is found 
chromatographically in only about 10°% ‘of the general 
population (Harris 1953). We suggest that the reabsorp- 
tion of cystine, B.A.1.B., and hemoglobin takes place in 
the same or adjacent sections of the renal tubule and that 
the low renal threshold in march hemoglobinuria is a 
non-specific tubular defect. 


Summary 


March hemoglobinuria is due to an association of two 
abnormalities : (1) increased intravascular hemolysis on 
exertion in the upright posture ; and (2) lowered renal 
threshold to hemoglobin. This renal tubular defect also 
manifests itself in amino-aciduria. 

It is suggested that cystine, $-amino-isobutyric acid, 
and hemoglobin are reabsorbed in the same or adjacent 
sections of the renal tubule, and that the low renal 
threshold in march hemoglobinuria is a non-specific 
tubular defect. 


We should like to thank Dr, Harry Harris for his advice on 
the classification of the cystinurias. This work would not have 
been possible without the willing coédperation of the Army 
Medical Statistics Department and various regimental record 
offices. We are grateful to the a.p.mM.s., Home Counties 
District, for permission to publish this paper. 
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PONTING 


In this country we still largely depend on the Both 
respirators donated to the nation by Lord Nuffield. 
Possibly we would have been in a much worse case since 
1947 but for the extraordinary foresight represented by 
these gifts, though up till then the supply sufficed so 
well that advances in respirator design may have been 
delayed. Despite any criticism, the Both machine has 
given invaluable service; and the Ministry of Health 
(1953) has advocated modification of this apparatus 
rather than the introduction of a new respirator. 

In April, 1953, a review of resources for artificial 
respiration in this hospital showed that we were almost 
wholly dependent on Both machines already much 
depreciated by time and use; and we had no means of 
positive-pressure respiration. As an immediate priority 
the Clevedon respirator was developed (Macrae et al. 
1953) ; and in August, 1953, work began on a new type 
of cabin respirator to improve on the Both machine. 


Design 


Advice was sought extensively from nurses much 
experienced in the use of respirators and from intelligent 
ex-patients. Nurses emphasised the sheer physical work 
involved in using telescopic machines, the space occupied 
by such machines when extended, the worry of working 
against time when the apparatus is opened, the relative 
immobility of the machine, and the almost complete 
uselessness of the hand ports lavishly provided on some 
respirators. Patients’ criticisms applied to the appear- 
ances of the tank, the inflexibility of the neck seal, the 
suffocating sensation each time the tank was opened, and 
the equal discomfort of lung inflation through a face- 
mask. 

The ‘ Bristol’ respirator is shown in figs. 1-4. As will 
be seen (fig. 1), when ready for use this looks like a bed. 


RESPIRATOR CABIN 

The cabin has a rectangular box-type base, and it is 
fitted with a hinged and detachable dome at the head 
end and a long cover hinged at the foot end. This cover, 
which has six ‘ Perspex’ windows giving clear vision 
to the whole of the inside, is balanced by means of a 
swinging weight and is secured in position by quick- 
acting lever clamps, one on each side. 

The end panel is split longitudinally, the lower half 
being the head end of the box base while the upper 
half is part of a separately detachable component (fig. 3). 
This combination of end-pieces contains the neck seal, 
which is of reinforced sponge-rubber ; if necessary, this 
can be replaced with an inflatable seal. The upper 
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component is secured to the 
main box with quick-acting 
clamps, one on each side. The 
hand openings or doors (one 
either side) are fitted with 
tubber seals, to reduce air 
leakage when the hand is inser- 
ted, and with rubber gaskets 
and quick-acting clamps. 

The hinged perspex dome 
connected to the end panel 
can be lowered over a patient’s 
head and fastened by two lever 
clamps (fig. 4). When not in use 
the dome is held open by a 
hinged fork, or it may be 
removed by withdrawing the 
two hinge-pins. 

The head rest (fig. 1) has a 
sponge-rubber pillow: it is cir- 
cular except for a cut-away 
to provide extra clearance if 
necessary ; it has vertical and 
sliding adjustments and can 
be rotated ; it permits broncho- 
scopy. 

A box, fitted externally to 
the foot of the cabin, has a sli- 
ding panel on which the air-duct 


Fig. |—The respirator ready for a patient. 


A, Box base. B, Bed. C, Foot rest. D, Cover. E, Counter- 
balance weight. F, Drawer. G, Undercarriage on locking-castors. 
H, Cover clamp. I, Detachable head-end component clamp. 
J, Adjustment vertical movement of bed. K, Head rest. L, Socket 
lower half neck seal. M, Screw-jack for left lateral tilt. 
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Fig. 2—The respirator in use. 


A, Perspex dome. B, Head-end upper component. 
C, Box base. D, Pump unit. E, Motor-clutch lever. 
F, Telescopic manual operation handle. G, Respiration- 
speed adjustment. H, Flexible hose. I, Switches. J, 
Relief valves. K, Hose coupling. 
from the pumping unit is fixed. Sliding this panel 
sideways selects either a duct to give vacuum to the 
cabin or a duct to give pressure to the perspex dome 
through a channel built into the cabin floor. The box 
is also fitted with valves to contfol the air-pressures 
supplied to either the cabin or the dome. An addi- 
tional valve in the dome permits a controlled flow of 
air for ventilation and prevents condensation. 

The cabin is fitted with two pressure-gauges, one 
showing vacuum inside, and the other connected 
by a pipe to record positive pressure in the dome 
when that is in use. These gauges are identical ; the 
scales (black for positive and red for negative 
pressure) indicate pressures of 0-35 em. of water, 
positive or negative. 

A drawer is fitted under the cabin on the under- 
carriage frame. 

The respirator, supported on four castors fitted 
with foot-brakes, is easily moved by one nurse. 

The dimensions are as follows : 


Inside length of cabin 5 ft. 10 in. 
Maximum inside breadth of cabin 2 ft. 5 in. 
Diameter of dome ong 1 ft. ay in. 
Minimum height of bed from floor 2 ft. 8 in. 
Maximum over-all width 2 ft. 10'/, in. 


Adjustment of Cabin 


The cabin is set in position on an undercarriage 
by means of three screw-jacks, two at the head 
and one towards the foot, mounted on a tubular 
hinged frame. The jacks are independent and 
attached to the underside of the cabin by universal 
joints and ballbearings ; that at the foot is fixed 
to a sliding plate. The greatest ‘‘ upward ”’ adjust- 
ment is 10° at the head and 23° at the foot end. 
Either side at the head can be tilted 15° sideways. 
Intermediate positions can be obtained within these 
maxima. 

The mattress frame is mounted at the head on two 
screw-jacks connected together by a roller-chain. 
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This provides a vertical movement of 
5 in. and gives close control of the patient 
to suit neck-seal requirements. <A foot 
rest, adjustable along the length of the 
mattress, is included (fig. 1). 

THE PUMP UNIT 


The pump unit is separate from the 
cabinet and readily detachable (figs. 2 
and 5). It consists of a 1/, u.P. electric 
motor running at 1450 r.p.m., driving 
through a variable-speed pulley (expand- 
ing type), range 3 to 1, and a worm 
gearbox of 25 to 1. This gives final 
speeds of approximately 30-10 r.p.m. ; 
variation between these limits is made 
by turning a small wheel to adjust the 
motor on slide rails. 

The gearbox output shaft is fitted 
with a gear-wheel meshing into a 
similar wheel mounted on its own 
bearing shaft. These gears are mounted 
eccentrically, thereby giving a chang- 
ing velocity ratio with an expiration to 
inspiration value of 4 to 3. 

The pump itself is of the bellow type, 
consisting of two end-boards connected 
by leather. The top board of the bellows 
is supported on a base frame by three 
vertical tubes which also act as roller- 


Fig. 3—The respirator in use. 


A, Detachable perspex dome in “ parked ’’ position. 
B, Dome breather valve. C, Dome-pressure gauge. D, Hand- 
porthole cover. E, Head-end upper component clamp. F, 
Cover clamp. G, Porthole for tubing, &c. H, Inclinometer 
for longitudinal tilt. I, Screw-jack right lateral tilt. J, Duct 
for dome pressure. 


Fig. 4—The perspex dome in use. 


A, Box base. B, Head end upper component. C, Pump 
unit. D, Flexible hose. E, Cover. F, Perspex dome. G, 
Dome-pressure gauge. 


guides. The top board is fitted with adjustable positive and 
negative pressure relief-valves and a detachable coupling 
for the air duct (2%/,-in. flexible hose). The bottom board 
has a fitting to take a connecting-rod which is also attached 
to a lever on a layshaft to the side of the unit. On this 
shaft is another lever carrying a connecting rod attached 
to a pin in the face of the lower gear-wheel, thus imparting 
a reciprocating motion to the bellows. 

The two levers on the layshaft are connected together 
by means of a dog coupling, sliding on a serrated sleeve 
whereby the motor can be disconnected and the pump 
operated manually by a lever positioned at one end of 
the shaft. This hand lever is normally within the casing 
which surrounds the unit, but can readily be withdrawn 
to operating position. The dog coupling is moved as 
required by a hand lever. The complete pump unit is 
enclosed in a easing and is mounted on four easily 
moving castors. 


The Respirator in Use 


The respirator was first used on Dec. 26, 1953. It 
has been used in five cases of respiratory paralysis, due 
to poliomyelitis, in adults. One patient, a State-registered 
nurse, did not recognise the apparatus as a respirator 
when she saw it ready for her reception. This patient, 
who was in the respirator for fifteen days, has nothing 
but praise for it, particularly on account of the com- 
fort and the continuity of breathing provided by the 
positive-pressure dome. 

The dome, which has been needed in three cases, 
has been a happy revelation to nurses accustomed to 
older types of respirator. It has been used for as long 
as forty-five minutes at a time—one patient fell asleep 
in it—and no ill effects have been reported or observed. 
Nursing has been unhurried, unworried, and accom- 
plished in less time than the necessarily staccato per- 
formance with older types of respirator. One nurse 
can do all nursing tasks alone, except for major changes 
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of position ; and these are quickly completed by two 
nurses. It is helpful—and comforting—to be able to 
see the whole patient in the respirator. 

Adjustments have proved easy ; and the application 
of various tilts has proved useful. Though the neck 
seal is firm, it bears no pressure from weight or angu- 
lation of the neck when the positions of the bed 
and of the head rest are suitably adjusted. The colour 
of patients has remained good, and they have slept 
well. 

As a result of experience, we believe that this respirator 
would be further improved by providing hydraulic 
jacks instead of screw-jacks in the tilting mechanism, 
a quieter expanding pulley in the pump unit, an alarm 


Fig. 5—The pump unit. 


system (already on order), and inflatable neck seals. 
So far the machine has proved reliable. 


The production of this respirator has been a happy 
experience of codperation. We thank the Bristol Aeroplane 
Company and the South Western Regional Hospital Board 
for great interest and encouragement in this work; and 
are grateful for advice and unfailing help from Sister 8. 
Williams, of Ham Green Hospital, and many others. 
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. . . we seem farther from the goal of ‘ social sciences ’ 
than ever we were. And the chief reason is not that, like 
the natural scientists, we have run into up-to-date complex 
inconsistencies and non-causal relationships in the phenomena 
we study, but that we have not yet reached the first stage of 
agreed classifications, nor agreed on definition and determina- 
tion of the phenomena social scientists are supposed to study. 
. .. The gulf between the psychologists, engaged with indi- 
viduals, and the social psychologists is notorious; indeed, 
social psychology in Britain can scarcely be said to have 
advanced for a generation, in spite of the advances in psycho- 
logy as a whole. What exactly are these social scientists 
studying ; along what lines are their studies carrying them ; 
towards what goals? The natural scientists today can still 
broadly answer such questions. The social scientists cannot.” 
—Times Literary Supplement, March 26, 1954, p. 193. 
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A NEW CABINET RESPIRATOR 


J. F. GALprne 


. M.D. Leeds, M.R.C.P.E., D.P.H. 


CONSULTANT IN INFECTIOUS DISEASES, COVENTRY, 
WARWICKSHIRE 

In June, 1952, the Birmingham Regional Hospital 
Board appointed a committee on which Captain G. T. 
Smith-Clarke, of Coventry, was invited to sit as con- 
sulting engineer to find means of improving the existing 
Both respirator. A performance specification issued by 
the breathing-machines committee of the Ministry of 
Health was used as a basis for discussion, and Captain 
Smith-Clarke agreed to modify one Both respirator to 
see how far the specification could be met. Eventually 
five Both respirators held by the Hospital Management 
Committee in Coventry were modified up to what was 
later known as stage 1 (Smith 1953a). The experience 
gained in the first stage revealed that more could be 
done to provide comfort for the patient and to reduce 
difficulties in nursing. The stage-2 modification followed, 
and this included a ‘“‘ split head ’’ (Smith 1953b). 

Success with the split head suggested to Captain 
Smith-Clarke that further advantage would accrue if 
the whole cabinet could be ‘split so as to open alligator- 
fashion from the head end ; means for withdrawing the 
bed would then become unnecessary, and thé’ patient 
would be immediately accessible in the most complete 
way. To do this demanded an entirely new cabinet, 
and in the autumn of 1952 a scale model was made of 
a split cabinet respirator to show the feasibility of this 
principle. At this stage local interest awakened, and 
various donors made contributions towards the cost of 
developing a prototype model which could be put into 
service in the Coventry group of hospitals. In addition 
during the coronation procession in Coventry about 
£800 was collected in the streets; this was added to 
what became known as the Coventry Iron Lung Fund. 
Finance being thus assured, Captain Smith-Clarke 
arranged for a full-size prototype complete with a newly 


Fig. |—Respirator (open) and pumping unit. 
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designed pumping unit (figs. 1-3) 
to be made to his instructions. 


The Respirator 


The lifting section is moulded in 
one piece from fibre glass; the bed 
portion and the stand are made of 
aluminium alloy and steel. 

The shape of the cabinet is such 
that the patient’s head projects 
at the apex of an obtuse angle, thus 
ensuring that in both the prone and 
the supine positions the head-board 
slopes away from the patient’s chin. 

The two half-collars are held in 
position by clamping plates which are 
readily removable. 

Means are provided externally to 
centre the patient’s neck in the 
collar by raising the entire bed rather 
than merely a section towards the 
head-end. The double control fitted 
for this purpose can be used to give a 
small amount of lateral tilt to the 
bed if desirable. 

A fully adjustable pillow support is provided, and by 
the removal of two pins the complete support can be 
slung down to allow hyperextension of the neck for 
bronchoscopy. 

The top of the cabinet is hinged at the foot and can 
easily be opened and closed by a nurse, because it is 
counterbalanced by two arms containing compression 
springs. In the unlikely event of a spring breaking, 
the compression action would only allow a small drop, 
and in no foreseeable circumstances could the top fall 
unchecked. Guides are provided on the base to facilitate 
accurate reseating on closure. 

The foot rest is as in the modified Both respirator. 

The respirator can be tilted on a pivot from 10° 
head-up to about 25° head-down. The pivot is so placed 
that, on tilting head-down, the head of the patient 
remains in a convenient position for nursing. The 
mechanism for tilting is purely mechanical and positive, 
and is so arranged that a nurse can easily operate it. 

A continuous seal on one plane is used, and the top 
is secured with two large quick-acting clips near the 
head end. 

Hand ports are provided on each side, but no so called 
bedpan opening has been fitted, because the cabinet is 
so easy to open and close. Future models will, however, 


Fig. 2—Pumping unit and respirator (closed), 


Fig 3—Respirator (closed) and pumping unit. 

have such an opening in the position found very useful 
in this hospital for introducing nursing equipment 
usually other than bedpans—e.g., additional blankets, 
sand-bags, catheters, kidney dishes, woollen pads—and 
for giving hypodermic injections. A full view of the 
patient is provided by two rows of ‘ Perspex’ panels. 

A compound pressure gauge indicating negative and 
positive pressure is mounted centrally on the top of the 
cabinet ; it can be rotated so as to be visible from any 
desired position. , 

A negative-pressure valve, giving fine adjustment with 
positive locking, is fitted on the foot end. 

An automatic alarm indicates within less than’ 30 
seconds, by a red light and a bell, any fall of pressure 
below the desired point ; this is the same device that was 
fitted on the modified Both respirator. 

The mattress is 70 in. long, 28 in. wide at the head end, 
and 18 in. wide at the foot end. The over-all external 
dimensions of the respirator are 8 ft. 11/, in. long, 2 ft. 7 in. 
wide, 4 ft. high with top closed, and 7 ft. 6 in. high 
with top fully open. 

Pumping Unit 

Though it has many of the features of a normal 
pumping unit, this model has, instead of the conven- 
tional connecting rod, a_ sliding 
cross-head forming part of a lever 
pivoted to the base plate. This is so 
arranged as to provide a_ better 
breathing pattern than be 
obtained with a connecting rod. 
The negative pressure, is smoothly 
built up over an angle of about 170°, 
leaving 190° available for expiration. 
The use of the lever obviates the 
necessity for any other guiding 
mechanism on the bottom end of the 
bellows, thus abolishing the noise 
often arising at this point. 

The hand-pumping-gear is on the 
general lines of the system used in 
the fully modified Both respirator 
but has been made entirely fool- 
proof. Instead of removing a pin 
to allow of hand-pumping and replac- 
ing it when power is again available, 
the. pin in the new unit remains 
always in place, being partially 
withdrawn and turned through 90° 
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to lock it in the 
pumping is required. At the end of hand operation 
power-pumping can be re-started merely by reversing 
the 90° turn of the pin, when it will automatically spring 
into engagement as its socket on the moving central 
spindle comes into position. It is completely impossible 
to do anything wrong with this hand-pumping mechanism. 

Positive pressure is controlled by a non-return disc 
valve located on the pump unit. Smooth adjustment 
without fear of accidental alteration is given by a screw 
with knurled head and a knurled locking nut. 

The whole of the pumping unit has been designed on 
exceptionally strong lines to allow of long periods of 
use with minimal servicing. With positive and negative 
controls both at maximal setting the pressures attained 
are + 19 and — 25 cm. water. A perforated guard, 
which can be opened and folded back, gives access to 
the motor and bellows without having to remove the 
pressure hose. The prototype pump has a continuously 
variable gear giving speeds of about 12-25 cycles a 
minute, but it is believed that for general purposes a 
five-step pulley with a very easy method of changing 
the belt will be preferable. A five-step pulley will 
probably be provided on the standard respirator with the 
continuously variable gear available as an extra if 
required. 
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BILATERAL HZ MORRHAGIC EFFUSION 
COMPLICATING 


ACUTE PULMONARY MONILIASIS 


B. H. Bass R. G. MacFarRLaNnE 
M.D. Lond., M.R.C.P. M.B.E., M.B. Glasg. 
CAPTAIN, R.A.M.C. MAJOR, R.A.M.C, 


T. PHILLIPS 
M.B. Belf. 
LIEUTENANT, ReA.M.C. 
From the Medical Division, Tidworth Military Hospital 


PULMONARY moniliasis, though rare, is probably 
commoner than is generally supposed. In a study of over 
a thousand sanatorium patients with pulmonary disease 
Keiper (1938) attributed no less than 2-9% of the infec- 
tions to monilia. Acute pulmonary moniliasis following 
the exhibition of antibiotics is described by, among 
others, Ormerod and Friedmann (1951), Wolff (1952), 
and Browne (1954). 


CASE-RECORD 


Pte. A, aged 21, was transferred to Tidworth Military 
Hospital on Dec. 8, 1953. 

Three days previously he had been admitted to a neighbour- 
ing medical reception station with retrosternal pain and 
shortness of breath of a few hours’ duration; he had little 
cough, and it was unproductive. On admission to the reception 
station he had a temperature of 102°F, and signs of consolida- 
tion at the base of the right lung. A diagnosis of pneumonia 
was made, and penicillin treatment was begun. Next day his 
temperature was 104°F and the pain in his chest was worse. 
Despite treatment with sulphadimidine his temperature 
again reached 104°F, and he was acutely ill; the signs of 
consolidation at the right lung base persisted. ~ 

When admitted to Tidworth Military Hospital he had had 
about 500,000 units of penicillin intramuscularly and about 6 g. 
sulphadimidine by mouth. He said that he had had drenching 
sweats during the past three nights. His previous history 
was not relevant: before being called up, he had been 
working as an electrician. 

He was now acutely ill, and orthopneic though not. 
cyanosed. His temperature was 99:-4°F. The mouth and 
fauces were normal and no enlarged glands were found. 
His cardiovascular system was normal: blood-pressure 
120/90 mm. Hg. In his chest, impaired tactile vocal fremitus, 
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Chart showing patient’s temperature in relati to tr given : 


(A) sulphadimidine 6 g. and penicillin 500,000 units; (B) penicillin 


4,800,000 units ; (C) aureomycin 4 g.; (D) potassium iodide gr. 80 
daily 


dullness to percussion, and diminution in air-entry at the right 
base suggested consolidation with effusion. Radiography 
showed consolidaton at both bases, especially the right. 
All other systems appeared normal, and the optic fundi 
showed no changes. 

Sputum culture and examination revealed no predominant 
organism and no acid-fast bacilli with Ziehl-Neelsen staining. 
The white-cell count was 12,900 per c.mm. (polymorphs 72%, 
lymphocytes 18°, monocytes 10%). 

From admission until Dec. 11 he was given intramuscular 
penicillin 200,000 units in saline solution four-hourly. Never- 
theless his condition deteriorated rapidly. On Dec. 10 his 
respiration-rate was 40 per min. and he was in great distress, 
being confused, cyanosed, and at times delirious. On the 
right side bronchial breathing could be heard as high as the 
4th intercostal space posteriorly. He was placed in an 
oxygen tent. That night his temperature rose to 104°F 
(see figure) and he was sweating profusely, though feeling cold. 
At 10.30 p.m. he had a sharp hemoptysis and coughed up 
about an ounce of sputum, much bloodstained. A report 
on this sputum stated that it contained spores and (?) mycelia. 

On Dec. 11 penicillin was discontinued, after a total dose 
in Tidworth Military Hospital of 4,800,000 units. During the 
next four days aureomycin 4-0 g. was given. 

On Dec. 14 there were signs of fluid on the right side of 
the chest, and a diagnostic aspiration yielded 60 ml. of fluid, 
bloody but not turbid. The report on this was : 

Micro-organism.—-None seen on Gram or Ziehl-Neelsen staining. 


Cultures.—Yorty-eight-hour cultures (blood-agar aerobic and 
anaerobic) sterile. 


Cytology..—Red_ blood-cells 5800 per c.mm.; white cells 17,200 

per ¢.mm. (polymorphs 66%, lymphocytes 34 9% ). 
Chemistry.— Protein 3-0 g., sugar 130 mg. per 100 ml. 

On Dec. 16 a further 60 ml. of fluid (deep orange in colour) 
was removed. The sputum now yielded Staphylococcus 
albus, Neisseria catarrhalis, and Streptococcus viridans, and 
in addition a few monilia (candida) colonies. Culture on 
Sabouraud’s medium produced a*heavy pure growth of 
Candida albicans, and on four subsequent occasions this 
organism was grown from the sputum. 

From Dec. 15 onwards no antibiotics were given, and from 
Dec. 19 the patient received potassium iodide gr. 80 daily. 
The effect was dramatic : his temperature fell to normal within 
thirty-six hours (see figure) and he felt much better. By this 
time, however, there were signs of effusion on the left side, 
confirmed by radiography. Aspiration on the left side (Dec. 21) 
yielded 35 ml. of orange-yellow fiuid containing red blood- 
cells 5600 per c.mm., and white cells 10,900 per c.mm. (poly- 
morphs 58%, lymphocytes, 34%, monocytes 8%). No 
organisms were seen, and culture on blood-agar and on 
Sabouraud’s medium was sterile after forty-eight hours. 
At two further aspirations on the left side a further 25 ml. 
of orange-red fluid was removed. The report for Jan. 5 was: 

Micro-organisms.—None seen on Gram or Ziehl-Neelsen staining. 

Cultures on blood-agar (aerobic and anaerobic) negative. 

Cytology.—Red blood-cells 14,400 per c.mm. white cells 5900 
per ¢.mm. (polymorphs 28%, lymphocytes 68 %,, monocytes 4% 

Chemistry.—Protein 3-0 g., sugar 130 mg. per 100 ml. 

Improvement continued. On Jan. 20 radiography showed 
complete resolution at the right base and only pleural thicken- 
ing on the left diaphragm, and on Feb. 1 the only abnormality 
seen was a pericardio-phrenic adhesion on the left side. 

The patient has remained perfectly well and after a period 
of convalescence has gone back to full duties. He has not 
returned for follow-up, and it is not known whether or not his 
sputum still contains C. albicans. 
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COMMENT 


Castellani in 1905 was the first to report primary 
bronchomoniliasis (Castellani 1910). He later main- 
tained that the condition could be diagnosed only if 
tubercle bacilli were absent from the sputum and monilia 
constantly present (Castellani 4928). Ikeda (1936) 
distinguished three main groups of pulmonary moniliasis : 


(1) Mild.—Cough and scanty sputum. 

(2) Moderate.—Cough, sputum, and low-grade fever. 

(3) Severe.—Dyspneea, night sweats, cough, sticky glairy 
sputum ; exacerbation resembling acute lobar pneumonia ; 
chest pains, hzemoptysis. 


Cases of pleural exudate have been described (Koerth 
et al. 1941, Warr 1931). 

In the case we report here, our reasons for diagnosing 
moniliasis were: (1) the absence of leucocytosis at 
height of the illness ; (2) the absence of tubercle bacilli 
in the sputum; (3) the presence of Candida albicans 
in the sputum; (4) the resemblance of the symptoms 
and signs to those described by Ikeda as characterising 
the severe form of pulmonary moniliasis ; (5) the failure 
to respond to antibiotics ; and (6) the dramatic response 
to iodides (Wylie and De Blase 1944). 
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Inventions 


A KNIFE FOR MITRAL VALVOTOMY 


In most cases of mitral stenosis it is possible to enlarge 
the mitral orifice adequately by splitting the com- 
missures with the index finger. Sometimes the com- 
missures do not yield to this force and have to be cut. 
Since this is a blind procedure, it is very important to 
retain a sense of touch so that it is the commissure 
that is divided and not any other part of the valve. 

The instrument illustrated here has a small crescentic 
cutting blade made in one piece with a steel spring 
clip which can be slipped over the tip of the index figer. 
A rubber stall is worn over the instrument to assure that 
it does not come off the finger; the blade cuts through 
the rubber of the fingerstall as it engages the commissure. 

This instrument allows the sensitive tip of the finger 
to explore in advance of the knife, and ensures that the 
blade is applied in exactly the right place and in the 
right direction. Worn in the manner illustrated, with 
the blade over the pulp of the finger, it is used for dividing 
the anterolateral commissure. To cut the postero- 
medial commissure it may be reversed so that the blade 
is over the finger-nail. 


FULL SIZE 


For the design and manufacture of this instrument | 
am indebted to the late Mr. R. Schranz, whose sudden death 
last year was such a sad loss to British thoracic surgery. 
It is made and supplied by the Genito-Urinary Manufacturing 
Co. Ltd 

VERNON C. THOMPSON 

London, W.1 F.R.C.8. 


Medical Societies 


ROYAL SOCIETY OF MEDICINE 
Clinical Aspects of Immunity 


AT a meeting of the section of medicine on March 23, 
Sir Henry CoHEN, the president, introducing the 
speakers, commented on the appropriateness of discussing 
immunity problems during the centenary year of 
Ehrlich’s birth. 


Prof. A. A. MiLzs, discussing bacterial immunity, dealt 
mainly with the selection of appropriate antigens for 
active immunisation and with difficulties of clinical trials 
of new prophylactics. 

Prof. A. W. Downie surveyed virus infections, and he 
contrasted diseases such as poliomyelitis in which only 
a few persons exposed to infection developed clinical 
symptoms, with measles and smallpox in which nearly 
all persons encountering the infective agent for the first 
time developed the disease. In smallpox the fall in 
temperature and apparent improvement in the patient’s 
condition was associated with the appearance of anti- 
bodies in the blood-stream and the disappearance of free 
virus particles, but the virus already present in the tissue 
cells was protected from antibody attack and caused the 
later symptoms and finally death. Hence it was impor- 
tant that protective antibodies should be administered to 
contacts before the end of the normal incubation period 
and before the viruses gained access to the tissue cells. 

Prof. B. G. MarGraiTH spoke on protozoal infections 
and offered advice on the treatment of different malaria 
patients. A patient such as an Indian seaman who was 

* likely to be exposed to fresh infection should have his 
immunity preserved ; he should be treated with a drug 
such as mepacrine which would clear up the current 
attack by removing parasites from the blood-stream 
without affecting the reservoir of exoerythrocytic forms. 
On the other hand, in, for example, a National Service- 
man returned from Korea or Malaya it was. necessary to 
eradicate the infection completely, and drugs such as 
proguanil which dealt with the exoerythrocytic forms 
should be used. It had been found accidentally that 
a milk diet suppressed malarial infections, and this 
accounted for the fact that in malarial districts breast-fed 
infants escaped infection, while after weaning young 
children were highly susceptible to malaria until immunity 
developed. Thus dietary and other factors could influence 
resistance to disease without affecting basal immunity. 

Both Prof. Ropert CRUICKSHANK and Mr. A. FELix, 
D.SC., F.R.S., commented on the interference by anti- 
biotics with the development of immunity following 
bacterial infections. Relapses occurred since these anti- 
bacterial agents rapidly reduced the number of infecting 
organisms below the level at which they provided 
sufficient antigenic stimulus to immunise the patient. 
This was seen particularly in infections with hemolytic 
streptococci, typhoid bacilli, and brucella. 

Dr. DoueLtas McCiean, who had recently returned 
from a conference on immunisation arranged by the 
World Health Organisation, made a plea for the establish- 

ment in this country of a pool of gamma-globulin from 
the plasma of persons who were convalescent from various 
diseases, or who had been recently immunised. Globulin 
from Service recruits recently vaccinated would be 
valuable for the treatment of smallpox, and globulin 
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from rubella convalescents could be used for the 
protection of pregnant women. 

In winding up the discussion, the PREsIDENT felt that 
in clinical trials adequate controls could be maintained 
without withholding valuable treatment from those 
needing it. He questioned whether some bacterial 
antigens were really entities or merely names without 
substance. 


Reviews of Books 


Modern Trends in Dermatology 
2nd series. Editor: R. M. B. MacKenna, m.p. Camb., 
F.R.C.P., physician, dermatological department, St. 
Bartholomew's Hospital. London: Butterworth. 1954. 
Pp. 327. 63s. 


THIs is a complementary volume to the first series 
published five years ago. Progress in dermatology in 
these years has been extensive, and this book gives a 
clear idea of the most important advances. Of the 17 
chapters, 7 are by dermatologists and the remainder by 
writers in other specialties directly or indirectly related 
to dermatology. In his introduction Dr. MacKenna 
wisely advises the reader not to follow the classical 
custom of beginning at the beginning and going on until 
he comes to the end: for the subject matter, though in 
orderly arrangement, is diverse, and the reader will find 
himself subjected to abrupt changes of thought—leaping 
from psychosomatic medicine to anatomy, or from 
cortisone to beta rays. 

Especially good chapters, with a practical bearing, include 
those by Shooter on the use of antibiotics, Sulzberger and 
Rose on cortisone and corticotrophin, Pillsbury and Kligman 
on cutaneous bacteriology, Baer on _ cross-sensitisation, 
Haserick on lupus erythematosus, and Dowling and Wetherley- 
Mein on cutaneous tuberculosis. Banks gives the book a good 
start and a broad outlook with his opening chapter on the 
changing pattern of skin diseases since the 16th century, and 
outlines prospects for the future with special reference to an 
ageing population. 

Altogether this is a stimulating and thought-provoking 
work, a worthy companion for its five-year-old sibling. 
References are comprehensive. 


Le Leptospirosi 
Mario AusTOonI, aiuto dell’istituto di patologia medica e 
incaricato di malattie infettive nella Universita di 
Padova. Padua: Tipografia del Seminario di Padova. 
1953. Pp. 706. L. 5000. 


Professor Austoni’s extensive monograph falls into two 
parts. In the first, which deals with leptospires as micro- 
organisms, he describes their morphological and cultural 
characteristics. 

He agrees with Bergey's Manual of Determinative Bacteri- 
ology in placing the genus in the order Spirochetales, and the 
family Treponematacee. He holds that the genus is most 
conveniently subdivided according to antigenic composition 
since that is a specific and stable character. By contrast, 
association with carrier-hosts, and differences in pathogenicity, 
in geographical distribution, and in the clinical picture in 
man are not sufficiently characteristic to be of value for this 
purpose. But each species of leptospire has its carrier-host of 
election, and differences in the ecology of these hosts and in 
their associations with man and domestic animals is of 
importance in choosing the most appropriate preventive 
measure. Hence. Professor Austoni has therefore included a 
chapter on carrier-hosts. 


The second, and much the longer, part of the mono- 
graph is concerned with leptospires as pathogens. It is 
no easy task to give a comprehensive survey of lepto- 
spirosis in man and animals, for more than thirty different 
species (or serological types) are known. A single type 
may produce quite different pathological changes in 
different speciés of animals, and strains of the same 
serological type may evoke different illnesses in individual 
hosts. Nevertheless there are certain essential features 
common to all forms of leptospirosis—e.g., the importance 
of urine-contaminated water in transmission, and the 
potential capacity of all species to attack the liver, 


kidney, and meninges—and Professor Austoni has 
skilfully used these features in drawing a general picture 
of the condition in man. He then takes each of the 
more important species of leptospires separately, and 
shows how their differences are reflected in the epidemi- 
ology and the clinical manifestations of the disease they , 
produce. This plan has some disadvantages, since the 
different aspects of infection with a single species are not 
treated as a complete entity : the casual reader, interested 
perhaps in one form of leptospirosis, may find difficulty 
in piecing the details together. But the method obviates 
endless repetition, and has allowed Professor Austoni to 
make good use of a wealth of material. 


The monograph is well printed on good paper with many 
illustrations. The bibliography contains nearly 3000 references. 


_Anatomy and Surgery of Hernia 


Leo M. ZIMMERMAN, M.D., professor of surgery and 
co-chairman of department of surgery, Chicago Medical 
School; Barry J. ANSON, PH.D., professor of anatomy, 
Northwestern University. Baltimore : Williams & Wilkins. 
Londons Bailliére, Tindall, & Cox. 1953. Pp. 374. 76s 6d. 


THis is a well-produced, profusely illustrated, read- 
able, and informative book on the condition which most 
commonly needs to be submitted to surgery—hernia. 
It has been written jointly by a professor of surgery and 
a professor of anatomy, and, as they say, ‘“‘ the anatomical 
studies go beyond the usual morphological descriptions.” 
Indeed, more than 40 pages are dedicated to a detailed 
description of the abdominal wall before the anatomy 
of hernia is specially considered. In the opening chapter 
due credit is given to the pioneer work of Marcy. Each 
type of abdominal hernia is considered separately and 
thoroughly, and a special chapter is devoted to hernia 
in general. Good judgment is shown in reviewing the 
various methods of treatment in vogue. The injection 
treatment is not recommended (except for very special 
cases), and concerning the use of fascial sutures the 
authors do not commit themselves. ‘ 

This is too big a book for the student, and the junior 
surgeon would probably ask for greater detail on the 
operative relief of strangulation; in fact, it is a work 
of reference for the experienced surgeon. But there are 
no illustrations in it to equal any of the plates in the 
classical book on hernia by Astley Cooper (who appears 
in the references to the historical section simply as 
Cooper, A. P.”’’). 


Hypertensive Diseases 

Causes and Control. H. A. SCHROEDER, M.D., F.A.C.P., 
associate professor of medicine and director, hypertension 
division, department of internal medicine, Washington 
University School of Medicine. With contributions from 
G. S. Gresser, m.p., D. F. Davies, m.p , K. M. Perry, 
jun., M.p., and D. F. Grsss, M.R.c.P.E. London: Henry 
Kimpton. 1953. Pp. 610. 75s.* 


Ts book will be welcome. All but a few chapters are 
the work of Dr. Schroeder, who, besides being an authority 
on its complex subject, has a talent for exposition. 

The first half is mainly a documented survey of what is 
known about the pathogenesis of hypertension. In discussing 
renal pressor factors Dr. Schroeder tells how he and his 
colleagues isolated pherentasin, an amine compound which is 
said to be the only pressor agent consistently found in the 
blood of hypertensives but not of normotensives. 

The rest of the book describes hypertensive conditions and 
their treatment. Three main types—neurogenic, nephrogenic, 
and endocrine—are postulated. Dr. Schroeder’s conception 
of endocrine hypertension is broader than the conventional 
one, but he makes out a good case for it. Some of his cases of 
neurogenic hypertension, however, would not ordinarily be 
regarded as truly hypertensive, for at rest their blood-pressure 
was normal. Dr. Schroeder may be right in so labelling them, 
but he does not give evidence that these intermittent hyper- 
tensives deteriorate, as is implied by calling their condition 
stage 1 of neurogenic hypertension. The absence of an 
adequate discussion of prognosis is in fact a disappointing 
feature of the book: our knowledge of the natural history of 
hypertension is admittedly not great, but he does not do it 
justice. 

, Dr. Schroeder makes a strong claim for the efficacy of 
oral treatment with a combination of 1-hydrazinophthalazine 
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(‘ Apresoline’) and hexamethonium. The effect on 250 
patients over a period of two or three years is said to have been 
“little short of miraculous.” 


This is not a book for the student or intern, for much 
of it is controversial ; but those with experience of hyper- 
tension will find it thought-provoking and important. 


Carcinoma of the Female Genitalia 
By Hans Lupwic Korrmerrr, M.D., chief, gynzcologi- 
cal section, Radiumhemmet, Stockholm. Baltimore: 
Williams & Wilkins for Vanderbilt University. London : 
Bailliére, Tindall, & Cox. 1953. Pp. 213. 338. 6d. 


In Sweden a cancer campaign is in progress, and 
cancer detection departments have been established at the 
three main clinics, where anybody who fears he has 
cancer can be examined. Kottmeier notes that, at the 


Radiumhemmet, fundamental changes in technique and : 


methods of treatment are never made until the new 
technique in use has received a thorough trial ; and the 
success obtained at this centre is no doubt largely due to 
this policy. The uncritical use of irradiation has brought 
radiotherapy into disrepute in some other countries ; and 
radioactive isotopes and supervoltage X-ray therapy 
may lead to a similar situation. As yet we know very 
little indeed about the use of these agents, and the need 
for caution is great. 


Kottmeier reviews the various’ methods of estimating 
dosage-distribution in the pelvis, in the treatment of cancer 
of the cervix, and describes his own work in this field. In 
his view, combined radium and X-ray therapy is the treatment 
of choiee. Almost 20% of stage-1 cases have metastases, and 
it is here that X-ray treatment can play an important part. 
Charts and tables illustrate 5-year survival-rates, incidence of 
rectal and bladder injuries, and the sites of recurrences in 
apparently healed cancer of the cervix. 

Cancer of the body of the uterus is on the increase. In 
Sweden its ratio to cancer of the cervix is 1 : 2-4, and hystero- 
graphy has demonstrated that cervical involvement in cancer 
of the body is commoner than is generally believed. The 
results of radium treatment in this type of cancer, followed 
in cases of failure by surgery, compare favourably with 
the best results obtained by surgery alone. A_ 5-year 
survival-rate of 80-7% for cases in stage 1, and 72-2% for 
cases in stage 11, at the Radiumhemmet, compares favourably 
with the 64-7% 5-year survival-rate in cases treated surgically 
by Meigs and Morton. The claim that it is possible to 
control lymph-gland metastases by surgery and not by radi- 
ation is met by comparing statistics for cases treated surgi- 
cally by Bonney in England and cases treated radiologically 
at the Radiumhemmet. 


No-one interested can fail to profit from the information 
and instruction contained in this book. The text is 
profusely illustrated with statistical tables, charts, 
radiographs, and photomicrographs. 


Introduction to Electronics for Physiological Workers 
I. C. Wurrrrecp, B.sc., PH.D., lecturer in physiology, 
Birmingham University. London: Macmillan. New 
York: St. Martin’s Press. 1953. Pp. 236. 18s. 


Books such as this, which introduce electronics to 
physiological workers, are particularly useful now that 
medicine and physiology have assimilated many of the 
techniques of the exact sciences. It is an advantage to 
the physiologist to have some theoretical knowledge of 
light current engineering—electronics, as it has come to 
be called—since he has to employ thermionic valves for 
many measuring purposes. 

There are books which describe circuits and electrophysio- 
logical techniques useful to physiologists ; but, in attempting 
less, Mr. Whitfield’s book possibly achieves more. He explains 
the elements of the subject lucidly and with practical urider- 
standing ; and the student who works conscientiously through 
this book will begin to think in terms of electronic methods 
and electrical measurements, and will thus be enabled to 
devise apparatus to meet his particular needs. He should, 
however, remember that this is an abbreviated course, and 
should use caution in attaching electronic apparatus to himself 
or his patients without expert help. The chapters on noise 
and interference are especially commendable, and could only 
have been written by someone with much practical knowledge 
of the subject. 


Vitamins and Hormones 


Advances in Research and Applications. Vol... Editors: 
Rosert 8. Harris, professor of biochemistry of nutrition, 
Massachusetts Institute of Technology, Cambridge, Mass. ; 
G. F. Marrian, professor of medical chemistry, University 
of Edinburgh; KeEnneTH V. TximMann, professor of 
plant physiology, Harvard University, Cambridge, Mass. 
New York and London: Academic Press. 1953. Pp. 356. 
$8.50. 

Tus eleventh volume, built up on the lines of the 
preceding ones, contains 8 articles written singly or jointly 
by 13 experts in their own fields; and it will appeal to 
physicians and physiologists because it contains more of 
direct human interest than some of its predecessors. 


A historical and rather critical article on the biochemistry 
and physiology of vitamin D, by R. Nicolaysen and N. 
Eeg-Larsen, is matched by a good one on ascorbic acid by 
A. P. Meiklejohn. L. W. Mapson has contributed an article 
on the function of ascorbic acid in plants, and 8. Zubiran and 
F. Gomez-Mont have a section on endocrine disturbances in 
chronic human malnutrition which is largely an account of 
their own clinical findings in Mexico. Many will read with 
interest the account of the biochemistry of the thyroid gland 
by J. Gross and Mrs. Pitt-Rivers, which includes all the recent 
work on the active triiodothyronine. The remaining articles 
deal with the relation of pantothenic acid to adrenal cortical 
function, the evaluation of procedures for the cytological 
localisation of ketosteroids, and the synthesis of cortisone and 
related steroids. The last, by C. Djerassi, will be appreciated 
by the select few, but it is not exactly fireside reading. 


This volume carries a cumulative subject index for the 
last 5 volumes and its own subject and author index. 
The editors have spared themselves no trouble which 
might enhance the reputation of their series, and are to 
be congratulated on the result. 


Practical Procedures in Clinical Medicine (2nd ed. 
London: J. & A. Churchill. 1954. Pp. 484. 32s.).—The 
second edition of this practical account of biochemical and 
radiological investigations in clinical medicine includes 
procedures and techniques which have come into general use 
since the first edition appeared in 1950. Dr. R. I. 8. Bayliss 
has again aimed at providing enough detailed information to 
enable residents and others to carry out many of the investi- 
gations described ; more complex tests are described less 
fully, but their physiological basis is clearly stated. It is 
interesting that the four pages of clear description of the 
electrocardiographic leads included in the 1950 edition are 
now reduced to about half, while several pages are devoted to 
cardiac catheterisation—not previously dealt with. Many 
of the subjects, such as a fairly full posological table and a 
section on dietetics, seem rather outside the scope of the 
title. The chapter on radiology in clinical medicine remains 
most helpful, and this edition will certainly retain its pre- 
decessor’s popularity, especially among housemen and those 
sitting for higher examinations. 


An Introduction to Pathology and Bacteriology for 
Medical Students in the Tropics (2nd ed. London: Staples 
Press. 1953. Pp. 390. 50s.).—This book, originally written 
by the late Dr. E. C. Smith and now revised by Prof. R. Kirk, 
is intended for medical students in tropical schools. It was 
conceived as an introduction to, not as a substitute for, the 
existing textbooks, and it is not a ‘‘ practical manual ”’ but 
an exposition of the intimate relation between pathology and 
bacteriology, and between these subjects and clinical medicine. 

The pathological section comprises chapters on disturbances 
of metabolism and circulation, inflammation, tumours, 
infection and resistance; but the remaining sections also 
contain much pathology. There are chapters on bacteria and 
the diseases caused by them, pathogenic fungi, viruses and 
rickettsia, spirochetes, protozoa, and helminths. Others 
follow on diseases of the blood, the endocrine organs, the liver 
and other abdominal organs, and four appendices deal with 
lymphadenopathy, post-mortem technique, stains, and culture 
media. So large a range of subjects obviously can only be 
dealt with in outline, but the virtue of the book is that it 
brings these subjects conveniently together, and it is well 
fitted for use in conjunction with lectures which amplify and 
explain the terms and processes here succinctly described. 
The illustrations (photographs, photomicrographs, and coloured 
drawings) are very good. 
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Who is to Pay for Mistakes ? 


In the litigation of the past few years an unedifying 
situation has occasionally arisen in which a hospital 
authority, in defending itself against a charge of 
negligence, has provided evidence against its own 
medical staff. Moreover, under an instruction issued 
in 1949 by the Ministry of Health, a hospital authority 
which has to pay damages to a patient is expected to 
reduce its own pecuniary loss by obtaining, through 
legal process, a contribution from any member of its 
staff whom it regards as negligent. Thus adminis- 
trators and doctors, who should always be partners 
in a common task, have sometimes become antagonists, 
whether actual or potential, to the detriment of the 
service. In the hope of putting a stop to this state 
of affairs, the medical defence societies and the 
British Medical Association have asked the Minister 
to withdraw his 1949 instruction, and this has now 
been done. Under an agreement embodied in the 
Ministry’s circular which we summarise on p. 727, 
hospital authorities are told to consult with the 
defence societies—preferably before the court hearing 
—and if possible reach agreement on the proportion 
of damages that each should pay in the event of 
damages being awarded. If the defence society and 
the hospital authority cannot agree, each is to pay half. 

The first reaction to these arrangements will be 
one of relief. Given the amicable coéperation on 
which we may fairly count, they should reduce 
friction and will often lead to fairer decisions. Our 
impulse, then, is to’ congratulate the Ministry and the 
professional organisations on a success for good will 
and common sense. But before expressing unreserved 
approval we should perhaps examine the implications 
a little more closely, Is there not some risk that, 


perhaps imperceptibly, the new system may weakcn 


the independence of the profession? Professional 
freedom and professional responsibility are two sides 
of the same medal; and if the doctor is to be free 
he must also be responsible—responsible not only for 
his successes but l'kewise for his failures. If it should 
ever come to be thought that the State, as his employer, 
ought to pay the cost—or even part of the cost— 
of his mistakes, he must to that extent become its 
employee, and be bound to do its bidding. 

Do the new arrangements really contain this risk ? 
We do not, of course, know exactly how they will 
work; but presumably if a defence society thinks 
that its member really has been negligent, and that 
the responsibility rests on him alone, it will offer to 
pay all the damages awarded. So far so good. If, 
on the other hand, it thinks that, though its member 
is to blame, some part of the responsibility rests 
on non-medical members of the hospital staff or on 
the administration, it will offer to pay only an appro- 
priate share of the damages. Again that would be 
right. But if, as may often happen, it feels that, 
though there has been an accident and the patient has 
suffered thereby, the doctor has been more unlucky than 
culpable, may it not be tempted to urge that the 
damages should be paid by the hospital—that is to say, 


by the service rather than by the profession? The 
reputation of the profession could be in no safer hands 
than those of the wise and experienced people who 
run our defence societies ; but unless they are provided 
(as they should be) with funds sufficient to make 
money no object, they can hardly be expected to 
insist on paying in full damages which the Ministry 
is ready to share. The temptation to avoid, on 
behalf of their members, apparently unnecessary 
obligations will surely be enhanced by the provision 
that, if no agreement is reached, the Ministry and the 
profession shall each pay half. Should such friendly 
compromise ever become the norm, regardless of the 
merits of the individual case, then indeed will our 
professional position be imperilled. 

Are we exaggerating ? Is there any real threat to 
this position ? Consider the following passage from 
Mr. SPELLER’s handbook! published this week by 
the Royal College of Nursing : 

‘* All the staff of the teaching hospital, medical and 
non-medical alike—with the possible exception of part- 
time consultants—are servants of the board of governors, 
i.e., they work under a contract of service. The staff 
of a non-teaching hospital, with the same reservation, 
are servants of the regional hospital board, though, 
except in the case of senior medical staff, the power of 
appointment and dismissal is, ‘by regulation, delegated 
to the hospital management committee. Throughout 
these notes, therefore, we shall for practical purposes 
treat the hospital management committee as the employer 
or master.” 

Unhappily these words do fairly represent legal 
opinion in England (though not in Scotland) today ; 
and, unless this English opinion is reversed by the 
House of Lords, it looks as though the profession 
either will have to accept the relationship of hospital 
authority and doctor as that of ‘‘ master and man” 
or will have to negotiate a change in the terms of 
service of the N.H.S. so that doctors are paid through 
professional bodies and not by lay boards. Mean- 
while it should, we believe, be careful to do nothing 
that might weaken the principle that the doctor, 


. being responsible first and foremost to his patient, 


must use his own judgment in discharging that 
responsibility and must accept the consequences of 
his errors. When the other day we insisted on this 
professional freedom of judgmegt,? the Manchester 
Guardian * argued that where, in what the held to 
be the interest of the patient, a surgeon deliberately 
took a risky course, his decision would be upheld by 
any good hospital authority. That is true; and 
the good “employer ”’ of doctors will certainly want 
to back them when some personal issue of conscience 
is presented thus forcibly—in some sort of cause 
célébre. But this will not necessarily prevent a slow 
change of climate in which caution and conformity 
flourish and contro! takes root. If, over the years, it 
were accepted that hospital authorities ought to go 
shares in any damages awarded against their doctors, 
they would be justified in introducing more and more 
small rules for doctors—indeed they would feel 
obliged to do so. A situation would thus arise 
which the Ministry of Health has so far scrupulously 
avoided, in which clinical work was exposed to lay 
regulation ; and even if (as is doubtful) such regulation 


1. Law Notes for Nurses. By S. R. SPELLER, LL.B., secretary and 
director of education, Institute of Hospital Administration. 
London: Roval College of Nursing, 1a, Henrietta Place, 
Cavendish Square. W.1. Pn. 36. 3s. 6d. 

2. Tenert, Merch 20. 1954. p. 607. 

3. Manchester Guardian. March 20, 1954, p. 4. _ 
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sometimes prevented negligence, the damage it 
would ultimately do to the work of doctors would 
far outweigh, for the public, the advantage thus 
gained. Fortunately this situation is one which, 
through the defence societies, we can, if we wish, 
avert. If we think professional freedom more impor- 
tant than money—if we are not prepared to sell our 
professional birthright—we must insist that when we 
do make mistakes we pay for them ourselves. 


The Curability of Cancer 


WaiLe we acclaim new methods of treating cancer 
by radical surgery and radiotherapy, the death-rate 
from that dread disease abates little. The comparative 
mortality index, which allows for changes in the age 
structure of the population, shows for men a rise of 
6% in cancer mortality between 1938 and 1950, and 
for women a fall by the same amount. The small 
disparity between the sexes is almost entirely due to 
the relatively greater increase in the frequency of 
death from cancer of the lung among men. Even 
among women, however, the decline is small enough 
to give point to Professor McKrnnon’s analysis ! of 
our apparent failure in cancer control. In Saskat- 
chewan, despite a long and intensive educational 
programme for the early detection and treatment of 
cancer, the death-rate from cancer of the breast 
shows no downward trend. This disappointing 
stability, McKrynon finds, is shared by another 
Canadian province where no special measures have 
been taken. In Massachusetts, where an active drive 
for early diagnosis and treatment has been in progress 
since 1926, the trend of breast-cancer mortality, he 
says, is almost identical with that in England and 
Wales. Twelve years ago LomBarD and MACDONALD ? 
took a more optimistic view of the trend in Massa- 
chusetts, compared with that in the rest of the United 
States ; but the small and equivocal improvement 
they claimed was disappointing in view of the apparent 
success of health education in persuading women to 
report suspicious masses in the breast. In Massa- 
chusetts the average delay between first sign and first 
consultation dropped from six months in 1926 to 
four months in 1948. In Connecticut similar methods 
resulted in a rise in the proportion of cases with 
‘localised ’’ breast cancer from 44 to 51% between 
1940 and 1949, while five-year survival-rates increased 
from 21-7 to 27-6% between 1935 and 1944. Yet 
over these years the death-rate from breast cancer in 
the Connecticut population showed no sensible decline. 
Possibly simultaneous alterations in factors affecting 
both true and reported incidence may have masked 
a beneficial effect of cancer education and early 
treatment. With improved death certification there 
is greater likelihood of the breast, rather than an 
organ of metastasis, being named as the primary site.’ 
Again, a fall in the birth-rate may increase the pro- 
portion in the population of middle-aged mullipare, 
who are especially prone to the disease. These and 
other factors could neutralise the results of thera- 
peutic success and keep the death-rate steady. But 
that these influences should be precisely equal and 
opposite seems unlikely. Some better explanation 


is required. 
McKinnon, N. Lancet, Jan. 30, 251. 
2 Lombard, H. , Macdonald, a . Engl. J. Med. 1942, 


6, 81. 
3. Bigelow. G. K., Lombard, H. L. Ibid, 1934, 210, 527. 


The basic reason for aiming at prompt detection 
and treatment of cancer is that the survival-rate is 
greater in cases treated before metastatic spread is 
apparent than in those with metastases: if only it 
could be taken in time, the argument runs, cancer 
of the breast would usually be curable. There is an 
implicit assumption that nearly all neglected cancers 
enlarge and spread by the lymphatics, and that 
radical treatment will cure a small localised, recently 
discovered, tumour. McKinnon, however, takes the 
opposite view, concluding that in “ most, if not all, 
lethal breast cancer remote spread takes place via the 
blood-stream before interference is practicable ” ; and 
in this heresy he is not alone. The survival-rates after 
different periods of delay before seeking medical advice 
often show a curious paradox. Thus SwyNNERTON 
and TRUELOVE,* reviewing 395 cases of gastric 
carcinoma, showed that the greater the delay and the 
longer the history of symptoms, the greater was the 
survival-rate ; and their findings are neither novel nor 
singular. BLoom, for example, showed that, in patients 
with cancer of the breast who had had symptoms 
for six months or less before operation, the five-year 
survival-rates were certainly no better than for 
patients who had had symptoms for a year or more. 
KREYBERG ® cites reported series where symptoms 
had been noticed for less than four weeks and yet 
the five-year survival-rate was only 50%. He notes, 
too, that the size of the primary tumour is no guide 
to its curability ; two-thirds of patients reporting 
with tumours of the breast which were smaller than 
a hazel nut already showed metastases. 

This apparent paradox is explained by the over- 
whelming importance of the growth-rate of the 
tumour. In ascribing to early treatment the higher 
survival-rate in stage-1 breast cancers compared with 
those in stage 11, we assume that we are comparing 
like with like. But the apparently curable stage-1 
cancers may consist of slowly metastasising tumours, 
whereas those first seen in the late stages may mostly 
be rapidly invasive and metastatic tumours whose 
brief initial stage escaped notice. In other words, 
the stage of the disease is a function, not of time, 
but of the tumour type. As Legs and Lk&Es point 
out,’ when inoperable or untreated cases are followed 
up until death ® the natural survival-time proves 
longest in just those cancers—of breast, rectum, or 
cervix uteri—which are usually thought to be most 
amenable to treatment. LrxEs and LExs note, too, 
that the variability between individuals in survival- 
time is proportional to the mean survival-time for all 
untreated patients with the same type of cancer. In 
cancer of the breast a patient may survive for a long 
time even without treatment, and individual instances 
of long survival after operation are therefore no proof 
of the operation’s efficacy. Such differences, found 
even in inoperable patients, bespeak major difference 
in tumour malignancy or host susceptibility, and they 
suffice to explain the unexpected association between 
length of delay before treatment and five-year survival 
—for example, in cancer of the stomach. MacponaLp 
and Kortrin® have re-stated views suggested by 


4. Swynnerton, B. F., Truelove, 8. C. Brit. med. J. 1952, i, 287. 

5. Bloom. H. J. G. Brit. J. Cancer, 1950, 4, 347. 

6. Kreyberg, L. Ibid, 1953, 7, 157. 

7. Lees, J. C., Lees, T. W. The Treatment and Classification of 
Cancer. Edinburgh, 1952. 

8. Garggest, Rep. publ. Hith med. Subj., Lond. 1926, no. 33, 


9. ot J., Kotin, P. Surg. Gynec. Obstet. 1954, 98, 148. 
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KorteEWEG in 1880. In the period of delay a “‘ natural 
selection’ of cancers of relatively low malignancy 
takes place through the elimination, by the patient’s 
death, of the more rapidly metastasising tumours. Any 
group of patients operated on shortly after the onset 
of symptoms will contain both rapidly metastasising 
and relatively much less malignant tumours. With 
longer delay patients with more rapidly lethal cancers 
will die, leaving a higher proportion of less serious 
tumours. 

Because of the supposed need for early diagnosis 
and treatment, chest radiographs and self-examination 
of the breast have been suggested as appropriate 
methods of detection. If recent experience is typical, 
however, by the time definite abnormality appears on 
the radiograph,!° most cases of pulmonary cancer have 
progressed too far for successful resection; and an 
apparently normal radiograph can be followed by 
death within a year. As KREYBERG suggests, there 
may be an intermediate group of cancers amenable to 
early excision, but if the disheartening views on the 
rapid lethality of most cancers and the irrelevance 
of early treatment are to be believed, no great improve- 
ment in mortality can be expected from such measures. 
It would be much better to treble the tax on tobacco. 

In ordinary practice other considerations arise. 
The palliative effect of local resection of tumours 
causing physical difficulties is indisputable. On the 
other hand hazardous and mutilating radical opera- 
tions for removal of the breast are less clearly desir- 
able: as Professor MCKINNON emphasises in a letter in 
this issue, survival-rates after simple excision, radical 
mastectomy, and irradiation are depressingly uniform." 
Vital statistics give only a general indication of the 
results of treatment; and the statistical pitfalls of 
assessing the value of treatment by comparing the 
results in consecutive series of patients in the same 
hospital, or of different series“ at different centres, 
are now well known. BLoopGoop ™ pointed out 
that education of the public will bring to the hospital 
an increasing number of patients with a mass in the 
breast which is not a lethal cancer at all but which, 
when included in reported series, will inflate the 
survival-rates. Similarly, the inclusion of different 
proportions of such tumours in series treated in 
different clinics can cause wide divergences in survival- 
rates which are unrelated to the different methods of 
treatment.!* Neither by clinical examination nor by 
biopsy can such tumours be unerringly classified as 
benign or malignantly metastatic, and the histo- 
pathologist’s opinion (which is subject to little- 
studied ‘‘ observer-error’’) cannot be relied on to 
equate the clinical material on which rival claims 
are based. Cancer registration may, when complete, 
provide useful epidemiological evidence. But since 
it lacks the essential feature of random allocation of 
treatment to patients it is no effective substitute for 
the carefully controlled clinical trial now practised 
in other branches of medicine. 

Our basic approach may be wrong: the attempt 
to treat cancer as a local rather than a general disease 
may be as irrational as treating syphilis by excising 
the primary chancre. Although there is no clear 
10. Boucot, K. R., Sokoloff, M. J. Amer. Rev. Tuberc. 1954, 69, 164. 
11. G., Murley. R. S., Curwen, M. Brit.’ med. J. 

1953, ii, a's see also Lancet, Jan. 23. 1954. p. 193. 


12. Bloedgood. J J. Amer. med. Ass. 1923, 81. 875. 
13. Smithers, D. Ww. Laneet, 1952, ii, 495. 


evidence either way, the value of drastic remedies 
is uncertain enough to justify, as a first step, treating 
half our patients in a controlled trial by simpler 
methods. By a progressive elimination of the more 
drastic remedies whose value is not confirmed by 
clinical trial, we may eventually assess the place of 
local measures in the treatment of cancer. Surely the 
time has come for a realistic and unbiased appraisal ? 


Dyspnoea and the Work of Breathing 


By dyspnoea is usually meant excessive subjective 
respiratory effort. As patients’ judgments are not 
always reliable it is natural to seek an objective 
measure of effort in the work performed in breathing 
This work is used partly in moving the chest wall and 
abdominal viscera, but mostly in expanding the lungs 
and in driving air through the bronchioles ; and this 
part can now be measured fairly easily. As long ago 
as 1927, von NEERGAARD and Wirz ! pointed out that 
simultaneous records of intrathoracic pressure and 
respiratory airflow enabled the work to be further 
analysed into a portion used in overcoming the 
retractile force of the lung and another overcoming 
the resistance to movement. By such analysis one 
could assign to the patient’s ‘lungs and air-passages 
a pressure-volume. characteristic (elastance) and a 
pressure-movement characteristic. (viscance), and so 
calculate the work entailed by a specified pattern of 
respiration. By direct measurement of intrapleural 
pressure and airflow, von NEERGAARD and Wirz 
obtained excellent records in a few subjects; but 
since their method was difficult and potentially 
dangerous it was not widely used. The theory was 
developed by FENN and his colleagues,? ? who showed 
that for. a given net (i.e., total less dead-space) 
ventilation the respiratory work passed through a 
minimum as the rate was varied. This optimum rate 
increased with increasing net ventilation and also if 
elastance was increased with respect to viscance. 
With the introduction by DornHorst and Leatuart 4 
of a simple and convenient method of recording intra- 
thoracic pressure through a fine cesophageal tube, 
these theoretical ideas can now be safely applied to 
the investigation of patients. . 

A recent series of papers by CHRISTIE and his 
colleagues °-?7 demonstrates that in patients with 
emphysema and cardiac dyspneea the work of breath- 
ing is increased—because of increased viscance in the 
former and increased elastance in the latter. More- 
over, in normal people and in cardiac patients, at 
rest and during exercise, the actual respiratory-rates 
were close to the calculated optimum. Loss of lung 
distensibility during cardiac dyspnoea is probably 
related to an increase in pulmonary capillary blood- 
pressure, but the exact mechanism is obscure. The 
high viscance of emphysema is probably due to 
hindrance to airflow, since Fry et al.* found very good 
agreement between the calculated and observed 
increase on breathing an argon/oxygen mixture which 
. von Neergaard, K., Wirz, K. Z. klin. Med. 1927, 105, 35, 51. 


Rahn, H., Otis, A. B., Chadwick, L. E., Fenn, W.O. Amer. J. 
Physiol. 1946, - 161. 


. Otis, A. B., Fenn, W ‘iB ws H. J.appl. Physiol. —_ 2, 592. 
Dornhorst, , Leathart, .L. Lancet, 1952, ii, 09. 
Marshall, Christie, R. V. Clint Sci. 1954, 


Marshall, R., Fag =f M. B., Christie, R. V. Jbid, p. 137. 
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was denser and more viscous than air. These workers 
also confirmed the remarkable rise in airway resistance 
as emphysematous lungs are emptied,® which is 
probably due to collapse of bronchioles in the absence 
of elastic tension from surrounding lung.!° 

In the common forms of dyspneea, then, breathing 
is in fact harder work; but this is not the whole 
story since the capacity for respiratory work is often 
impaired as well. The importance of this factor is 
seen, for example, in poliomyelitis with respiratory 
involvement, where a mild increase in airway resistance 
due to bronchitis may cause urgent dyspnoea because 
the patient can scarcely manage the work needed to 
maintain ventilation. In emphysema, too, the force 
that can be applied to the lungs often falls off quickly 
with movement, and this is one of the factors limiting 
vital capacity and maximal respiratory work.!® So 
the patient is entitled to have his effort assessed in 
relation to his own possible maximum, and this is the 
basis of the dyspnoea index’ of Hucu-JoNnEs and 
LaMBERT,'! where the patient’s actual ventilation 
during standard exercise is compared with his maximal] 


J. clin. Invest. 1951, 30, 117 
Lancel, 6, 1954, p. 290. 
. J. 1952, i, 65 


9. Dayman, H. 
10. Dornhorst, A. C., Kelly, H. B 
11. Hugh-Jones, P., "Lambert, A. V. Brit. me 


breathing capacity. This formula does justice to 
those patients whose ventilation on exercise is above 
normal: these usually have mild mechanical trouble 
but, because of diffuse lung changes; a considerable 
decrease in the effectiveness of ventilation ; they are 
apt to be regarded as neurotic. 

Dyspneea in organic disease can therefore be taken 
as reflecting an increased excitation of the respiratory 
centre, whether or not this results in greater respiratory 
work, and whether or not the greater work results in 
greater ventilation. The sensation would be excessive 
in quantity but normal in quality. However, it is as 
well to remember the possibility of dyspnoea arising 
from some abnormal sensation: for example, an 
adrenaline infusion produces a moderate hyperpnoa 
involving no great effort,!? but accompanied by a 
peculiar sense of respiratory unease quite distinct 
from that in other forms of hyperpnea though 
probably akin to that felt by patients with psycho- 
neurotic effort intolerance. In conditions such as 
mitral stenosis both types of dyspnoea may co-exist 
and make clinical assessment difficult. In such cases 
the cesophageal tube may be of practical value. 


12. Whelan, R. F., Young, I. M. Brit. J. Pharmacol. 1953, 8, 98. 


Annotations 


AUREOMYCIN IN ATYPICAL PNEUMONIA 


For five years aureomycin has been thought to 
benefit patients with primary atypical pneumonia. This 
view has rested largely on accounts of small trials which 
have not been suitably controlled. Sometimes the 
diagnosis was in doubt, and the effect of treatment was 
usually evaluated only by decrease in fever and malaise. 
Two carefully controlled studies have lately been made in 
the U.S.A., but the authors come to opposite conclusions. 

Major Walker, of the William Beaumont Army 
Hospital, Texas, investigated the effects of aureomycin 
during an epidemic at Fort Bliss, Texas, where the 
patients were mainly young soldiers in basic training. 
Age, sex, race, physique, nursing, nutrition, and other 
variables were ‘as uniform as they could possibly be. 
Duration of disease before treatment, severity, and 
symptoms were very similar in treated and untreated 
groups. Initial diagnosis was based on gradual and 
progressive development of fever, malaise, frontal head- 
ache, cough, and substernal pain, with or without physical 
and radiographic signs of alveolar pneumonia. Great 
care was taken to exclude such diseases as tuberculosis, 
coccidiosis, bacterial pneumonia, histoplasmosis, Q fever, 
and psittacosis. The 212 cases diagnosed as primary 
atypical pneumonia were divided at random into two 
groups ; one group was treated with 0-5 g. aureomycin 
six-hourly until the temperature had been normal for at 
least three days, while the other group received no chemo- 
therapy and served as a control. Walker found no 
significant difference between the two groups in the time 
taken for recovery. Comparison of duration of fever, 
physical signs, radiographic appearances, and major 
symptoms such as headache, malaise, cough, chest pain, 
and fever ilso showed no difference between the treated 
and the untreated patients. From this carefully con- 
trolled trial it would seem that aureomycin has no 
beneficial effect on primary atypical pneumonia. 

Meiklejohn and his collaborators,? in California, 
examined the effect of various antibiotics on 146 young 
soldiers during an epidemic of primary atypical pneu- 
1. Walker, 8. H. Amer. J. Med. 1953, 15, 593. 


2. Meiklejohn, G.. Thalman, W. G. Waligora, Kempe, C. H., 
Lennette, E. J. Amer. med. ise 553. 


monia. Only 30 were treated with aureomycin ; the 
rest were given chloramphenicol, oxytetracycline (terra- 
mycin), or penicillin. The statistical treatment was less 
thorough than that of Walker’s series, and the principal 
criterion of chemotherapeutic activity was a fall in 
temperature. Meiklejohn and his co-workers admit that 
a large proportion of patients will recover soon after 
admission to hospital, regardless of treatment ; but they 
conclude that aureomycin is effective, and that chlor- 
amphenicol and oxytetracycline are no less useful. 
Penicillin in their hands gave disappointing results. 
There are possible explanations of these apparently 
contradictory conclusions. Walker gave his patients 
aureomycin late in the disease—not until the fourth day— 
and the results might have been better if it had been given 
earlier. Eaton * showed that aureomycin given to rats 
immediately after inoculation with the sputum of 
patients with primary atypical pneumonia inhibited the 
subsequent development of pulmonary consolidation. 
Meiklejohn and his collaborators treated their patients 
much earlier in the course of the disease ; three-quarters 


of them were treated in the first or second day. Another. 


explanation is that the virus may not have been the 
same in the two epidemics, one but not the other respond- 
ing to chemotherapy. For the present it seems wise 
to treat primary atypical pneumonia with one of 
the orally administered antibiotics, such as aureomycin, 
oxytetracycline, or chloramphenicol, as soon as the 
diagnosis is made. 


DUPUYTREN’'S DISEASE OF THE FOOT 


Dupuytren’s contracture of the palmar fascia is a 
well-known disorder, but an analogous process involving 
the plantar fascia is less familiar. Pickren et al.‘ cited 
104 reported examples and added 16 of their own ; and 
Pedersen and Day ® have now described the clinical and 
pathological findings in 6 further cases. 

There are important anatomical differences between 
palmar and plantar fascia.‘ Plantar fascia is muct longer. 
narrower, and thicker; it arises from the anteromedial 
margin of the calcaneus and extends distally beneath 
the plantar fat and superficial to the muscles, tendons, 


3. Eaton, Proc. Biol., N.Y. 13950, 73, 24. 
Pickren, J. Stevenson, T. W., Stout, A. P 
Cancer, 1951, 4, 846. 

5. Pedersen, H. E., Day, A.J. J. Amer. med. Ass. 1954, 154, 33. 
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nerves, and vessels. The fascia fans out towards the 
forefoot, and the superficial fibres terminate in the 
superficial transverse ligament. Deeper, heavier com- 
ponents branch off before this and are inserted into the 
distal ends of the metatarsals in conjunction with the 
annular ligaments of the flexor tendons. Extension into 
the toes is absent or rudimentary; hence there is 
generally no counterpart in the foot to the flexion of 
the fingers which characterises Dupuytren’s contracture 
of the palmar fascia. For this reason, Pedersen and Day 
prefer to speak of Dupuytren’s disease when the foot is 
involved, while Pickren et al. called the condition 
‘* fibromatosis of the plantar fascia’’ because a nodule 
of proliferating fibroblasts is the presenting feature. 
A tumour-like nodule may also form in the palm; and 
pathologically there is no essential distinction between 
the processes in hand and foot. In the foot, however, 
in the absence of contractures and perhaps of pain, a 
nodule may easily escape notice, and the disorder may 
well be commoner than is realised. 

The characteristic nodule (or nodules) in the plantar 
fascia is usually found on the medial side, near the 
highest point of the longitudinal arch,’ where it produces 
a visible and sometimes even prominent tumour. The 
mass may grow rapidly from the start, or begin to 
enlarge after long apparent inactivity. One or both 
feet may be involved. Of the 16 cases reported by 
Pickren et al., Dupuytren’s contracture was also present 
in one or both hands in 6, while the condition of the hands 
was normal in 8, and was not recorded in the remaining 
2; the thickened fascia was only occasionally adherent 
to the skin. Males seem to be affected more often than 
females, and the process may start in patients as young 
as 5 years of age. As in Dupuytren’s contracture of the 
hand, a familial tendency can sometimes be discovered. 
In some cases there is exceptional liability to keloid 
formation, and the disease also has a curious and 
unexplained predilection for epileptics. 

Pickren et al. described the lesion as consisting of 
lobulated, irregular, nodular thickenings of the plantar 
fascia together with the adjacent fat and fibrous tissue. 
The average size of the nodules was about 3 x 2 x 2cm.; 
they projected from the fascia chiefly towards the plantar 
surface, but sometimes deeply towards the dorsum of 
the foot. The medial aspect of the fascia was chiefly 
involved. Invasion of tendons, nerves, vessels, or bones 
was never seen. Microscopically the normal broad, 
cell-free collagen bands of the plantar fascia terminated 
in nodules of young fibroblasts and interdigitated with 
other bundles of highly cellular new tissue. No capsule 
was observed, and the marginal fibroblasts merged into 
the surrounding tissues. In the nodules and bundles 
spindle-shaped cells were sinuously interwoven, curving 
abruptly at sharp angles ; the cells were closely packed, 
with scant intercellular collagen. Infiltration with 
leucocytes was rare. Occasionally large numbers of 
mitotic figures were seen. Pedersen and Day believe that 
the formation of nodules is a response to degeneration 
of the plantar fascia. They found nodules, never in 
areas of normal fascia, but only where the collagen 
tibres showed fibrillation, fragmentation, and hyalinisa- 
tion. They interpreted increased numbers of thick-walled 
small vessels and focal collections of round cells as a 
response to a primary degenerative process, possibly 
related to trauma. 

These careful histological studies, though yielding no 
fresh clue to etiology, should help to prevent the unfor- 
tunate misdiagnoses which have occasionally led to 
unnecessary amputation.‘ > The danger is of interpreting 
the histological changes as fibrosarcomatous ; the sus- 
picion of malignancy may seem to be confirmed. when a 
new mass appears at the site from which a nodule has 
aarlier been removed. Fibrosarcoma of the plantar 
fascia is exceedingly rare,* and local ‘‘ recurrences” of 
Dupuytren’s disease do not take place if it is correctly 


treated by excision of the entire plantar fascia. Mistakes 
are less likely in cases where contracture of the hands 
provides a pointer to the true nature of the plantar lesion. 


NEW TANK RESPIRATORS 


In patients with paralytic poliomyelitis the chief 
cause of dangerous respiratory insufficiency is paralysis 
of the intercostal muscles and/or the diaphragm. In 
such cases, provided that there is no paralysis of swallow- 
ing, treatment in a tank type of respirator is still the 
safest and most efficient method from the point of view 
of both the heart and the lungs. Formerly the patient 
began to receive artificial respiration only when he was 
in extremis, perhaps with widespread pulmonary col- 
lapse ; but nowadays the vital capacity is commonly 
recorded at intervals of an hour or so while paralysis 
is spreading, and the respirator is used to rest weakening 
respiratory muscles long before serious embarrassment 
develops. It is essential, however, that tank respirators 
should incorporate modern improvements in design, and 
that those who use thém should be well trained. 

Improved types of tank respirator were developed 
quickly in the U.S.A. during the late war, but it is only 
in more recent years that improvements have been 
developed in this country. Some of these improvements 
are described in two papers, from Coventry and Bristol. 
published on earlier pages of this issue. These advances 
have depended on the work of many people, especially 
perhaps the members of the Breathing Machines Working 
Party of the Ministry of Health. Such a working party, 
however, has little authority to develop new apparatus, 
and it is noteworthy that these new machines have been 
developed without financial assistance from the Ministry. 

In these respirators the -first striking change is the 
‘‘ split front,’’ which was first suggested by Bourdillon 
et al.t and was adopted by Messrs. Siebe Gorman.? 
A machine designed in Australia by Both incorporated a 
split of the whole cabinet and also of the rubber collar. 
Each of the new respirators is of this ‘‘ crocodile ”’ type, 
with which it is possible to dispense not,only with the 
sliding stretcher but also with the difficult manw@uvre 
of pushing the patient’s head through a hole in the 
front plate of the machine. Further, it has been found 
that the split rubber collar can be still airtight, 


-and is both comfortable and easy to adjust to the neck 


contour. Another advantage of the crocodile type is 
the ease of full access to the patient and the freedom 
with which passive movements can be applied to the 
upper limbs: the tight shoulder-muscles commonly 
observed in respirator cases can thus*be easily avoided. 
One danger of respirator treatment is that the patient 
tends to be nursed too much on his back; but these 
new models are adjustable over a wide range so that 
the lateral and semi-prone postures are feasible when 
the patient is handled by a skilled team. 

There remains the question of how to provide positive- 
pressure breathing to the face when the cabinet is opened. 
The Bristol respirator incorporates the dome system 
used in some American makes and also by Christie and 
Esplen*; but the design is necessarily complex, and 
some will prefer Captain Smith-Clarke’s simpler and 
much cheaper construction reported from Coventry by 
Dr. Galpine. Patients treated in this Coventry machine 
will depend on some other apparatus for positive- 
pressure breathing when the cabinet is opened, and 
Captain Smith-Clarke has designed a small bellows for 
this purpose which is operated by the main pump unit.‘ 
The latest type of ‘‘ Beaver’’ machine for positive- 
pressure breathing, approved by the Ministry of Health, 
or the pump designed by Russell and Schuster,® can also 


. Bourdillon, R. a4 Davies-Jones, E., Stott, F. D., Taylor, L. M. 
Brit. med. J. 950, ii, 539. 

. See Russell, we R. Poliomyelitis. London, 1952. 

. Christie, es B., Esplen, J. R. ae 1953, i, 1027. 

. Galpine, J. F. Ibid (in ). 

. Russell, W. R., Schuster, E. Ibid, 1953, ii, 707. 
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be used. In the absence of a dome, positive-pressure 
respiration can be maintained through a closely fitting 
face-mask or, better, through a mouth-piece of the type 
used with B.M.R. machines. 

It is dangerous to use the tank type of respirator when 
there is paralysis of the pharynx, as well as of respiration. 
In paralysis of this combined type, Lassen’s method * 
of positive-pressure breathing through a cuffed trache- 
otomy tube is probably the most likely to prevent fatal 
respiratory insufficiency. 

OLD PEOPLE LIVING ALONE 


SouitaRy old people, holding to their independence, 
are almost the only real poor left in this country ; and 


their poverty makes heavy demands on their failing. 


powers. Dr. Gordon Scott and Mrs. C. R. S. Williams,’ 
in a review of eleven North Oxfordshire villages, found 
that even in the relatively small population of 7500 
there were at least 135 people aged sixty-five and over 
living alone. The survey was undertaken at the request 
of the Oxfordshire Association for the Care of Old People, 
which made a grant towards the cost. Mrs. Williams, who 
did the field work, visited 107 of the old people, of whom 
79 were aged seventy-one or more. Broadly speaking, 
the older the people the less satisfactory were their home 
conditions: only 39 of the 107 had water inside the 
house ; 56 of the remainder had a tap or well reasonably 
near the house; 11 had to go some distance for water, 
and 7 of these were aged seventy-six or more. The 
remaining old person got her water from the river. 
Only 75 of the 107 had electricity in their homes ; 6 had 
gas; but 24 relied on lamps and 2 (aged over seventy- 
five) on candles. 

Fuel is dear; and though 43 had been able to afford 
logs last winter to supplement their coal ration, 18 
complained that they had been short of fuel and 26 
spoke of the heavy expense. It seems possible that some 
kept themselves warm only by going short of food. 
Only those who were visiting the doctor could get medical 
certificates for extra fuel. Many found themselves in 
difficulties when it came to buying clothes or replacing 
household articles which were worn out: in general they 
had just enough for their day-to-day expenses with 
nothing over ; 22 found it difficult to manage. Only 10 
had any private means; 46 were receiving National 
Assistance, and as a result of the survey a further 5 were 
given it. At the time of the survey 24 were under treat- 
ment from their doctors, but 46 others complained of 
rheumatic pains, and 39 of sleeplessness—caused in most 
cases by pain. Some needed spectacles, or new spectacles ; 
but of 19 in this situation, 11 were not physically fit to 
make the journey to have their eyes examined. Only 
6 were very deaf, all of them over seventy, but they 
found it a serious handicap, 

About a fifth had no visits from relations, and about 
a tenth had hardly any visitors at all. Health visitors 
seemed to call only on those who were using home helps. 
Most of the old people, however, were in touch with 
relations, either receiving visits from them, or going to 
stay with them from time to time. Many relied on good 
neighbours for help and friendship. Only 14 complained 
that loneliness was their biggest problem, and 50 said 
they had no special problems. They were nearly all 
greatly attached to their independence, and ready to 
bear much to retain it. In spite of narrow means and 
such inconveniences as an outside water-supply and no 
indoor sanitation, nearly all of them kept their homes in 
clean and shining order. 

The impression is left of tremendous ‘‘ gameness ’’—of 
a will to live and savour life. Dr. Scott believes that 
married couples on National Assistance are better off 
than those living singly, and suggests that an extension 
of the cheap milk scheme to old people living alone 


° M. K. 
7. Oxford Times, March 12, 1954. 


would help to narrow the gap. He proposes also that 
local authorities, through their health visitors, should 
keep an eye on all old people over seventy living alone ; 
and these, he thinks, should be able to claim a 
supplementary allowance of coal. 

Might it not also be possible, surely, to improve their 
amenities in various inexpensive ways—by bringing an 
outside tap inside, for instance ; by providing ‘ Elsan’ 
closets indoors (if indoor sanitation is out of the question), 
and by sending a man to empty it at regular intervals ; 
or by wiring for electric light, where this is available. 
Such things do not cost nearly so much to install as 
special bungalows cost to build; and they have the 
advantage of leaving the old person in surroundings to 
which he is accustomed, and which he often prefers. 


PERIPHERAL AUTONOMIC NERVOUS SYSTEM 


Meyling,' extending Leeuwe’s work, has given his view 
of a new concept of peripheral autonomic innervation. 
This may be briefly summarised in two parts : 

1. The viscera contain a peripheral nerve net composed of 
branching “ autonomic interstitial cells *’ (a.1.c.). These are 
small ganglion cells ; their processes form a syncytial network 
in which conduction is asynaptic and impulses are spread 
with a decrement. Like the larger autonomic ganglion cells 
these a.1.c. develop from neuroblasts. Neurofibrils are 
present in the a.1.c., and Nissl’s granules can be stained ; 
oxidases and peroxidases similar to those in sympathetic 
ganglion cells can be demonstrated. After section of the 
orthosympathetic and parasympathetic nerves, this network 
of A.1.c. retains its identity ; thus in man the network will 
persist after section of the postganglionic fibres or after 
sympathetic ganglionectomy. The network innervates every 
effector cell—e.g., every smooth-muscle cell of the gut wall. 

2. This a.1.c. nerve net is linked both to the efferent fibres 
of the orthosympathetic and parasympathetic systems and 
to the visceral afferent fibres. The individual efferent. post- 
ganglionic fibres come to lie over portions of the all-pervasive 
A.1.c. network and, in their finest branches, form synaptic 
end-knobs or end-loops on the surface of the a.1.c. Afferent 
fibres in the same way have a synaptic connection with these 
A.1.c. This means that the 4.1.c. network acts as a mediator 
between the nerve-fibres and the tissues. 

The story of these ‘ autonomic interstitial cells” 
goes back to Ramon y Cajal’s description in 1894 of the 
“* neurones sympathiques interstitiels ’’ which he demon- 
strated by the Golgi method in the intestinal villi and 
elsewhere. Since then the nature of these cells has been 
disputed : some, with Boeke, Jabonera, and others, have 
regarded them as nervous; some, like Dogiel and 
Nonidez, have considered them connective-tissue ele- 
ments; and some, like Lawrentjew and Schabadasch, 
have thought them accessory nerve-cells of the lemno- 
blast (Schwann eell) type. Miss C. J. Hill, in her classical 
paper on the innervation of the intestinal wall, came to 
no conclusion about their nature. 

The nature of the peripheral nerve net and of the 
termination of the postganglionic fibres has been 
variously pictured; some workers have denied the 
existence of any true syncytial network, while others 
have held that this exists but have disagreed on its 
character. Some have held that the final branchings of 
the postganglionic fibres end in a diffuse network, others 
that each postganglionic fibre ends discretely. All 
agree that orthosympathetic and parasympathetic fibres 
pass to smooth muscle in many of the viscera, but there 
is still little agreement on the nature of the terminal 
innervation of the smooth-muscle cells. Some of these 
differences are due to the difficulty of studying these 
fine structures. 

Meyling’s hypothesis, if accepted, will have very 
extensive implications. It may help towards the solution 
of the vexed questions of the nervous and humoral 
control of blood-vessels. It may also add to our under- 
standing of the differences between the immediate and 
the late results of sympathectomy. 


1. Meyling, H. A. J. comp. Neurol. 1953, 9 ,495. 
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HOSPITAL BEDS FOR CHILDREN 
AN ESTIMATE OF NEEDS 


Sir JAMES SPENCE 
M.D. Durh. 


Mary D. Tay tor * 
M.D. Durh. 


From the Department of Child Health, King’s College, 
Newcastle upon Tyne 


THERE is yet no formula by which the need for hospital 
beds can be accurately calculated. Other things being 
equal, the need should depend only on the incidence and 
type of illness in the town or district concerned. But 
other things are never equal. The customs of the people, 
the houses they live in, the habits of the doctors, and the 
quickness of the hospital staffs in dealing with their 
patients vary from place to place and from time to 
time 


Of all institutions where the sick are treated, the 
greatest variability of staffing, of method, and of custom 
is to be seen in children’s wards and in children’s hospitals. 
Nor is it only a matter of staffing, method, and custom. 
For example, some hospitals open children’s wards, not 
to meet a clinical need, but to satisfy a nurse-training 
scheme or some other professional demand. These and 
other variable factors suggest to us that we should attempt 
the estimate of hospital beds for sick children that we 
offer here. 

The Investigation 


Our estimate is based on surveys that we made in 1943 
and 1944, and which we repeated in 1950. The basis of 
the surveys was the child population in Newcastle upon 
Tyne in those years. From this total sample of about 
50,000 children aged 0-12 years we identified each child 
who went to hospital or nursing-home. By personal 
examination of the records, the age of the child, the 
duration of the stay in hospital, and the nature of the 
illness were established ; and duplicate admissions or 
transfer from one hospital to another were eliminated. 

In our enumerations there was a possible source of 


error through some Neweastle children having been - 


admitted to hospitals in other towns. The child away 
from home on holiday or at a boarding-school may have 
taken suddenly ill, or parents may have wished their 
child to be treated in another city. After examination 
of this possible source of error we conclude that its 
effects are so small that it does not materially affect our 
estimate. 

The investigation took into account all children resident 
in the city under the age of 13 years, but in 1950 we 
extended it to include the children aged 13 years and 14 
years. Ten hospitals and four nursing-homes were 
involved in one or both surveys, some of which were 
situated outside the city. 

The standard of record-keeping in the hospitals was 
high, but their methods of classification of diseases were 
not sufficiently informative for our purpose; so we 
designed and used a classification and record which 
indicates more clearly than the traditional classification 
the type and scope of the work undertaken by the 
hospitals. We consulted the information collected by 
the Regional Hospital Board for the Ministry of Health 
on their s.u.3 return, but this was of no value to us. 


LOCAL FACTORS 


In interpreting the results we would ask the reader to 
keep in mind certain factors favouring an economical use 


* Holding a research 


t from the Scientific and Research 
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of beds in Neweastle, which might not obtain some 
other places. 


(1) The hospital accommodation for children was 
ample, and there was no waiting-list for admission, 
except fér tonsillectomy and operation for squint. 

(2) The threshold of admission to hospital was high, 
because of the prevailing hospital policy that whenever 
possible the sick child should be treated at home. 

(3) This policy was reinforced by the provision of a 
daily outpatient consultation service to which the family 
doctors could refer their patients immediately. Con- 
ducted by senior and experienced consultants, this 
service reduced the demand for beds. 

(4) The children were admitted mainly to children’s 
hospitals or children’s departments arranged and staffed 
as combined clinical units, in which personal con- 
sultations between pediatric physicians, surgeons, and 
specialists were so promptly obtained that time and 
anxiety were saved. 

(5) In these children’s hospitals and departments all 
children were examined by an experienced pediatric 
resident at the time of admission to hospital, and the 
allocation of patients in wards and beds was under his 
control with consultant advice immediately available. 
These measures eliminated outbreaks of those infective 
illnesses for which children’s wards are often closed, and 
in other ways contributed to a full and efficient use of 
bed accommodation throughout the periods of survey. 

(6) In twe hospitals time was saved by using, for the 
nursing of sick children, the Babies’ Hospital method of 
“‘mother-nursing ’’ which shortens the child’s length of 
stay in hospital. 

(7) Newcastle being a regional and university city, its 
hospitals are self-sufficient in their consultant and 
specialist services. Therefore the estimates we make are 
for similar cities. For those towns and districts which are 
not self-sufficient in pediatric and specialist services, and 
from which transfer of cases to a regional centre will take 
place, a reduction in the estimate is required. 

(8) If our estimates are to be used for policy and plans 
in the future, the changing trends of mortality must be 
noted. The disappearance of diphtheria (185 admitted 
in 1943, and 0 in 1950), the diminished hospital needs for 
scarlet fever (495 in 1943 and 26 in 1950), are on the credit 
side. On the debit side is the long stay in hospital for 
modern forms of treatment of children with tuberculous 
meningitis ; but it can be predicted that after about ten 
years there will be a steady reduction in the number of 
children coming to hospital for treatment of tuberculosis. 
On the debit side also is the increase in tonsillectomy, 
but it is within the bounds of possibility that a changing 
attitude towards this operation will diminish greatly the 
demand that it shall be done. 5 

(9) A local policy about scarlet fever exercises a para- 
mount influence on the need for hospital beds. In 
Newcastle the policy, which we hold to be the right 
policy, is to admit to hospital only those children with 
scarlet fever, the severity of whose illness indicates the 
need for hospital treatment. In some other towns all 
cases of scarlet fever are admitted to hospital, however 
mild the ilmess may be. 


THE POPULATION 


Estimates can be based on (a) the total population 
(table 1), or (b) the population of the age-groups under 


TABLE I-—-POPULATION OF NEWCASTLE 


Total | Children 
1943 254,890 49,800 under age of 13 
1944 262.920 50,400 
,800 ” ” ” 13 
1950 294,800 66,130 
TABLE II—ANNUAL BIRTHS AND BIRTH-RATE 
| Live annual Newcastle | National 
rths birth-rate birth-rate 
1943 | 4548 | 17-8 | 
1944 | 5359 | 20-4 
1950 | 5051 17-14 
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TABLE III—ANNUAL ADMISSIONS IN AGE-GROUP 0-12 YEARS 


For or 
ones Total tonsillectomy scarlet fever 
1943 \ 
1944 3743 890 495 
1950 3980 M82 | 26 


study (table 1), or (c) the birth-rate (table m1). Our final 
estimates are based on the first of these and are expressed 
as rate per 100,000 of total population. This is probably 
the best method of comparing one town with another, but 
for strict comparison the governing factor of birth-rates 
should also be considered. 


The Findings 


There is so little variation between the years of 1943 
(3782 admissions) and 1944 (3704 admissions), that the 


TABLE IV-—-ANNUAL ADMISSIONS IN AGE-GROUPS 


Infants 
— (0-12 1-4 yr. | 5-12 yr. 13-14 yr. Total 
mos.) | 
| 1293 2031 | (not counted) | 3743 
1950 449 | 1197 2334 | 260 © 4240 


figures for these two years are dealt with as an annual 
average of 3743 children (aged 0-12 years) admitted to 
hospital in each year, which is 7:-48% of the childhood 
population in that age-group, or 1410 per 100,000 of the 
total population. In 1950, 3980 children aged 0-12 years 
were admitted, which is 6-85% of children in that age- 
group, or 1350 per 100,000 of the total population. In 
1950 there were in addition 260 children aged 13 or 14 
admitted to hospitals. These figures show that 1 child in 
15 is admitted to hospital each year, which is equivalent 
to every child being admitted to hospital once before the 
age of 15. 

The admissions for tonsillectomy and scarlet fever may 
play so large a part in the figures that they must be 
considered separately. In the years 1943 and 1944 the 
average annual admission for tonsillectomy was 890, and 
in 1950 it was 1482. For scarlet fever the numbers were 
495 in 1943 and 1944, and 26 in 1950 (table rm). 

An analysis of admissions is given in tables rv and v, 
and we recommend that annual reports of children in 
hospital should be presented in this way and extended so 
that each category of illness is related to age-groups, to 
length of stay, and to results. This information is 
necessary if the type of clinical work in hospitals is to be 
judged. 

The ages of children (table 1v) are grouped in these 
three categories: (1) infants (aged 0-12 months); (2) 
pre-school children (aged 1-4 years); and (3) school- 
children (aged 5-12 or 5-14 years). 

Our estimate of the lengths of stay, which we use later, 
were made from the following groups: (1) for a period 
of less than a month ; (2) for one to two months ; (3) for 
two or three months ; and (4) for three months or more. 


Calculation of Bed Requirements 


For Tonsillectomy 

In 1943 and 1944 there were 890 annual admissions of 
children to hospital for tonsillectomy. In 1950 there were 
1482 up to the age of 12, and 1574 up to the age of 14. 
The 1950 figure represents a higher-than-normal level 
when waiting-lists were being worked off. As an 
estimate for the future we will take a figure of 1200 
tonsillectomies a year in children up to the age of 12 years, 
and 1250 up to the age of 14 years. This represents 1-8% 
each year of the child population at risk, and 24-7% of 
the annual births. Assuming that each child spends 


either two or three days in hospital and that each bed 
used for this purpose accommodated 2 patients a week, 
12 hospital beds would suffice for these 1200-1250 children 
admitted for tonsillectomy—i.e., 4 beds per 100,000 of the 
population. 


Length of Stay 

A distinction must first be made between the admissions 
to ‘‘ acute ’’ hospitals and the admission to ‘‘ long-stay ” 
hospitals, or children’s sanatoria ; but the latter form so 
small a part of the whole (30 admissions in 1943 and 88 
in 1950), that we will confine our estimate of long-stay 
beds for children to the statement that about 35-45 will 
be required for a population of 300,000, or 12-15 per 
100,000 of the population, assuming that the average stay 
in that kind of hospital is six months ; but this estimate 
will vary according to the clinical policy of the hospitals, 
and its adjustment to the wishes and capabilities of the 
parents. This estimate of long-stay beds may be on the 
high side. 

For all other categories of illness (i.e., excluding tonsil- 
lectomy and long-stay illnesses in special hospitals, for 
which we have already made a length-of-stay estimate) 
we have calculated an average length of stay expressed 
as the number of children per bed per year, by analysing 
the records of three fully staffed and active children’s 
departments or hospitals, which admit about 4000 
children a year with all types of medical, surgical, and 
special illnesses. A few of them (40 in the year) were in 
the wards for more than three months, and 150 for one to 
three months, but these were included in our calculation 
of the ‘‘ average length of stay.”’ 

The average length of stay (excluding those in hospital 
for tonsillectomy) was just over fourteen days. From 
this we estimate that each hospital bed would accommo- 


” 


TABLE V-—-ANNUAL ADMISSIONS TO ACUTE 
CHIEF CATEGORIES OF DISEASE 


HOSPITALS FOR 


| 1943-44 1950 1950 
| (0-12 yr.) | (0-12 yr.) | (13-14 yr.) 
Scarlet fever .. 495 26 0 
Diphtheria 185 0 0 
Measles, pertussis, &e. 62 0 
Poliomyeii. 10 65 1 
Meningococcal infections 1. 34 27 0 
Upper respiratory infection .. 140 364 28 
(including tonsillitis and 
otitis media) 
Lower respiratory infection .. 230 161 0 
(Including pneumonia) 
Acute gastro-intestinal con- 
ditions 213 126 
(Including dy: sentery) 
Acute abdominal 
Appendicitis 42 67 14 
Intussusception 13 28 0. 
Pyloric 15 21 0 
Others 8 8 2 
Trauma 
Burns 55 33 0 
Head injuries 56 49 3 
Fractures... 76 80 8 
Poisons me ae 7 8 0 
Minor injuries. 114 65 
Pianned surgery | 
Tonsillectomy | 890 1482 92 
Eye operations ‘oon 40 | 114 15 
Piastic operations .. 12 | 32 
Other planned surzrery i 127 | 232 9 
(Including orthopedic) } 
Sepsis .. 140 70 5 
Osteomyelitis (or suspected). . | 19 28 0 
Tuberculosis 
Meningitis or waned ‘op 26 - 30 1 
Bone and joint ‘ 11 10 0 
Others 90 37 3 
Other conditions 
Acute or | 
chorea 24 2t 4 
Nephritis wer} ll 16 0- 
Venereal diseases. 7 3 1 
Miscellaneous skins includ- | 
ing impetigo 110 17 = 
Bronchiectasis, asthma, and 
empyema . | 17 28 1 
* Feeding problems ” . ea 25 | 14 0 
Other alimentary disorders .. | 50 | 74 


Acute unknown infections .. 33 | 36 
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date 23 patients a year, making due allowance for turn- 
over and other adjustments. 

In 1950 for the Neweastle children in the age-group 
0-12 years there were 2410 admissions for illnesses in this 
category of medical, surgical, and special diseases. 
According to our estimate, 105 beds would be required 
for these. Adding the group of children aged 13-14 
years, 110 beds would be required. 


Final Estimate 
Assuming that existing conditions continue, Newcastle, 
with its population of 295,000, including 66,130 children 
in the age-group 0-14 years, will require—for all types of 
illness other than those admitted to sanatoria or similar 
er hospitals—the following number of hospital 
8: 


For tonsillectomy isd 12 
For other illnesses bs 110 
Total 122 


In other terms this is 42 beds for children aged 0-14 
years, per 100,000 of the total population. In addition 
we have tentatively suggested that 12-15 beds per 
100,000 of the population would be required for long-stay 
eases in special hospitals. 


Final Comment 


This estimate of 42 children’s hospital beds per 100,000 
of the population is for an industrial town in the North of 
England with a high birth-rate and a high morbidity 
incidence. It is a tight estimate: to be on the safe side, 
the figure should be set at 50 per 100,000. On the other 
hand, fewer beds would be needed in some other towns, 
and considerably fewer in those districts or towns which 
are not self-sufficient in specialist and pediatric staffs. 

This number of beds suffices for all hospital treatment 
of children, other than for what goes on in sanatoria and 
maternity hospitals. 

In a university town which is a teaching and specialist 
centre still more beds will be required to meet regional 
needs. 

This estimate may serve as a guide to the use of beds. 
We have found that hospital beds for children are used 
more effectively—i.e., with a higher turnover in numbers 
—and with greater satisfaction to patients, to parents, 
and to staff, if the children’s wards are grouped and 
arranged together in children’s departments or hospitals, 
of convenient size, which bring the medical, surgical, and 
specialist staff into a close and unavoidable working 
relationship. This way works better than scattering 
children’s beds in specialist departments. 

While our estimate may serve as a numerical guide, it 
cannot be used to judge the quality or value of clinical 
work, or the relationship of staffs and the arrangement 
of their responsibilities, on which so much depends in 
children’s wards. The worth of these is measured, not 
by time-motion studies or by enumeration, but by the 
judgment of those who are fit to judge. 


ESTIMATES FOR 1954-55 


Tue National Health Service estimates for 1954-55} 
allow for gross expenditure in England, Wales, and 
Scotland totalling £504,789,835, compared with 
£489,771,648 in the past year. Appropriations-in-aid 
{including contributions from the National Insurance 
Fund) are estimated at £71,656,350, compared with 
£70,094,770; and thus the net cost is £433,133,485, 
oompared with £419,676,878—an increase of £13,456,607. 
The gross totals, which include grants for Civil Defence 
services, are made up as follows : 


1. Civil Estimates for the year ending March 31, 1955. Class v: 
Health, Local Government. H.M. Stationery 
ffice. Pp. 154. 5s. 6d. 


1954-55 
(£) 


321,492,525 


1953-54 


Hospital, specialist, and ancillary 
services 


310,511,503 
General medical, dental, “pharma- 


ceutical, and supplementary 

ophthalmic services 140,296,000 135,215,520 
Grants to local health authorities 23,198,010 21,558,020 
Training services, &c. as 1,695,200 1,689,750 
Broadmoor Institution and 

mental-deficiency hospitals 1,498,200 1,504,000 
Liabilities arising from establish- 

ment of N.H.S... 5,753,500 6,435,030 
Superannuation . 7,391,500 6.162,500 
Civil Defence services 2,675,200 5,926,315 
Other services 789,700 769,010 


£504,789,835 £489,771,648 

Capital expenditure by hospital boards is estimated 

at £12,300,000 in 1954-55, compared with £9,975,000 in 

1953-54 (an increase of £2,325,000), and maintenance 

expenditure at £295,820,000, compared with £287,496,558 
(an increase of £8,323,442). 


The grant-in-aid to the Medical Research Council * is 
put at £1,947,109 in 1954-55, compared with £1,805,856 
in 1953-54. Of the total, £102,428 is for building. The 
grant for general expenses (amounting to £1,844,681 
after deduction of £115,509 in receipts) is compounded 
as follows: administration, £68,532; provision for 
general scientific purposes, £18,400 ; National Institute 
for Medical Research, £386,187; research units and 
external scientific staff, £1,142,131; special grants to 
institutions, &c., £177,340; temporary research grants 
and training awards, £197,600. 
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MEMBER, 


THERE is nowadays a general belief that influenza is 
spread by direct transmission of the causal organism 
from person to person. Less than a century ago, how- 
ever, most of the careful students of the disease dismissed 
this explanation of influenza epidemics because it did not 
agree with their experience of the behaviour of the 
disease. Hirsch (1883), in a fine survey of the then 
available information, said : 


... there is not the slightest cogent reason for supposing 
that the several parts of an influenza pandemic stand in 
a genetic relation to one another, or that it is a question 
of the conveyance of a disease-producing substance from 
place to place. 

. The question whether influenza is communicable 
or contagious has given occasion to a lively controversy. 
In more recent times the great majority of observers have 
answered it decidedly in the negative, not so much on the 
strength of the many single observations which tell against 
the communicability of the disease, as on the ground that 
the spread of influenza can be shown to have taken place 
quite independently of intercourse. To this argument 
I may add the fact that it has not spread more quickly 
in our own times, with their multiplied and perfected ways 
and means of communication, than in former decades or 
centuries.” 


The transformation of medical opinion began in 1892 
when Pfeiffer described Hamophilus influence, and the 


* Working at the Institute of Social Medicine, Oxford for much of 
the time during which this paper was in preparation. 
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TABLE I—INFLUENZA AMONG 385 PERSONS IN 100 HOUSEHOLDS 


BY SEX 
_ | Males Females Total 
First cases .. st 5 (55%) 45 (45%) 100 
Subsequent cases .. 103 (46%) 121 (54%) 223 
Escaped 28 (48%) 34 (55%) 62 
Total Se -. | 185 (48%) 200 (52%) 385 


x? = 2-62 with 2d4.f. 0°30 > P> 0-20. 


outstanding epidemiological problems began to be less 
clearly visible in the cloud of controversy about the 
validity of the claim that Pfeiffer’s bacillus was the 
causal organism of influenza. Just over forty years 
later the xtiological problem seemed to be settled by 
Smith, Andrewes, and Laidlaw (1933) who 

(1) Transmitted the disease to ferrets by intranasal instilla- 
tion of filtered nasal washings from a human case of epidemic 
influenza. 

(2) Transmitted the disease from ferret to ferret both by 


natural contact and by intranasal instillation of filtered 
material. 


The ensuing spate of research on viruses has established 
that epidemics of clinical influenza are usually associated 
with the presence of one or more of the group of influenza 
viruses, and there seems good reason to suppose that 
these organisms cause the disease. But this important 
knowledge by itself advances us little in unravelling the 
complex reasons for the appearance and disappearance 
of influenza epidemics. 

The time is ripe for an assessment of the epidemiology 
of influenza against the background of the bacteriological 
and virological knowledge which has accrued during the 
last sixty years. Is it now possible to adduce statistical 
evidence that influenza is spread directly from person to 
person ? The present paper examines the pattern of the 
disease in households during a recent epidemic. 


Investigation 


The data were collected during the influenza epidemic 
of 1951 in a general practice in and around Cirencester. 
Owing to the considerable burden of work some desirable 
statistics were omitted. For example, those concerning 
the extent of the epidemic in the practice as a whole 
and the proportion of households which escaped attack. 
However, a close watch was kept on 100 households 
in which at least 1 case of influenza was known to have 
occurred ; the households were not otherwise subject to 
any conscious selection. The sex and age of each member 
of these households were recorded, with the date of 
onset and the ‘‘ worst’’ day for those who contracted 
the disease. The material analysed below is very 
slightly different from that given in a provisional report 
(Hope Simpson 1951). 

An element of uncertainty always attaches to the 
clinical diagnosis of influenza. All the cases upon which 
this study is based occurred during an epidemic of 
influenza, the symptoms were similar to those reported 
from other parts of-the country, and of 69 paired samples 
of sera taken during the epidemic (although not all from 
these households) more than 80% were positive for 
influenza virus A. It therefore seems likely that most 
of the recorded cases were true influenza but that an 
unknown proportion were other diseases; also some 
atypical cases of influenza may have been diagnosed 
as other conditions. 

The 100 households contained 385 individuals. Since 
the basis for selecting a household was the occurrence 
of a case of influenza, 100 of these individuals repre- 
sented first cases in the household. (In a few households 
the first 2 cases started on the same day, and 1 was 
chosen at random as the “ first”? case.) Of the other 
285 individuals, 223 (78%) subsequently manifested 


influenza within fifty days of the first case in the house- 
hold. Two women and a man, all aged over 75, died of 
the disease. In the ensuing analysis the 385 individuals 
are studied first, and then the 100 households. 


SEX AND AGE 


It was shown by Hope Simpson (1951) that the indi- 
viduals in the affected households had a similar age- 
distribution to those in the practice as a whole. The 
same applies to the proportions of the sexes in the 
sample and in the practice. Thus there is nothing 
about the age and sex of the people in affected house- 
holds to distinguish them from other people in the 
practice. 

Within these households the individuals fall naturally 
into three groups: the first cases, the subsequent cases, 
and those who escaped. These three groups are compared 
in table 1 as regards sex and in table 1 as regards age. 
There appears to be a slight preponderance of males 
among the first cases, but this may be no more than 
a chance fluctuation ; that is to say, there is no real 
evidence that one sex or age-group was more likely than 
another to manifest the first case of the disease in the 
household, nor, when the disease was present, that one 
sex or age-group was affected more than another. Further, 
sinee less than a quarter of those exposed to influenza in 
the household escaped, the level of immunity was low. 
There is no evidence that immunity was related to 
sex or age 

Influenza thus seems to have attacked male and female, 
old and young, indiscriminately. The figures offer no 
evidence about possible lines of the spread of the disease 
in the way that the data on measles (Hope Simpson 1951) 
and the common cold (Lidwell and Sommerville 1951) 
indicate the réle of the school-child in introducing the 
disease into the household. 


SIZE OF HOUSEHOLD 
The 100 households ranged in size from 2 to 11 persons. 
Table u1 shows the numbers of first and subsequent cases 


TABLE IlI—INFLUENZA AMONG 385 PERSONS IN 100 HOUSEHOLDS 
BY AGE (YEARS) 


| 
| Less 65 or 
‘than 15 | 15-24 | 25-44 | 45-64 | | Total 


34 (23 %) 11 (11%) 100 
24 (24%)| (8%)| 62 


%)| 385 


First cases (22 (22%)|10 (10%) 
Subsequent 

cases .. (60 (2 7%) 29 (13%) 
Escaped . 9 (15%) 9 


Total .. (24%)i48 (12% 


= 6-67 with 8d4.f. 0:70 > P> 0-50. 


and of those who escaped, according to the size of the 
household. The final column shows the percentage of 
those exposed to risk who were subsequently attacked. 
The percentage is least for households of 4 (in which 
3 persons were exposed to the risk of subsequent attack) 
and rises for smaller and larger households. This apparent 
association between size of household and subsequent 
attack-rate just attains statistical significance at the 5% 
level, and so warrants further investigation. 


NUMBER OF SUBSEQUENT CASES 
Methods 

Certain widespread diseases, such as measles, chicken- 
pox, mumps, and smallpox, have epidemiological features 
which are characteristic of direct person-to-person spread 
of the disease. In continuing this investigation of 
influenza it is useful to analyse the behaviour of one of 
these diseases—namely, measles—side by side with that 
of influenza, so as to compare their epidemiological 
features more closely. 

The data on measles were collected, in the same area 
as those on influenza, in a series of epidemics from 
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Jan. 1, 1947, until March 31, 1952. All known eases in 
each outbreak have been included. The sex and age of 
each ‘‘ susceptible ’? member of affected households were 
recorded, with the date of fullest development of rash 
for those who contracted the disease. A ‘‘ susceptible ”’ 
member was someone who gave no history of previous 
attack. 

For the investigation of the number of subsequent 
cases of influenza the household is taken as the unit of 
study and is characterised by the number of persons in it 
and the number of cases of influenza which occurred after 
the first case. For measles the household is characterised 
by the number of susceptible members aged under 
15 years, and the number of cases of measles which 
occurred among them after the first case. Tables Iv 
and v give the basic data in this form. 

Apart from the possibility of fresh introductions of 
a disease into a household, there are two main ways in 
which subsequent cases of that disease could arise : 

(1) All members of the household are exposed to the risk 
of contracting the disease, but the agent does not spread 
directly from person to person. An example of this class of 


TABLE [1I—INFLUENZA AMONG 385 PERSONS IN 100 HOUSEHOLDS 
BY SIZE OF HOUSEHOLD 


No. of First cases Percentage 
rsons in| (i.e., no. of | ory nt Escaped | subsequently 
ousehold | households) | we attacked 
2 20 | 18 90 
3 26 38 14 73 
4 24 51 21 71 
5 18 54 18 75 
5 1 
11 1 10 | 
Total 100 223 62 | 78 
For differences between subsequent cases and those who escaped 


= 11:46 with i df. 0-05 > P> 0-02. 

disease would be typhoid fever from a well serving several 
households, where the subsequent hygienic precautions were 
sufficient to prevent secondary cases arising from infected 
clothing and excreta. Another example would be an illness 
caused by an organism which lay deérmant in each person 
but recrudesced from time to time in response to suitable 
stimuli affecting several households, 

(2) The second way in which subsequent cases could arise 
is by spread of the disease from person to ferson within the 
household, as in measles. The distinction is essentially 
between a disease which is not spread directly from person 
to person (class 1) and one which is (class 2). 


For each of these two classes of diseases it is possible 
(with certain assumptions specified below) to make a 
theoretical prediction of the proportion of households of 
a certain size in which 0, 1, 2, &c., subsequent cases 
occur. If these predictions are compared with the pattern 


TABLE IV—ACTUAL AND EXPECTED NUMBERS OF HOUSEHOLDS 
OF 3-5 PERSONS ACCORDING TO NUMBER OF SUBSEQUENT 
CASES OF INFLUENZA 


Number of persons in household 


z (i.e., persons exposed to risk plus one) 
5 3 4 5 
Ss | | | 
as = = | | ~ 
= < | RSE] < | KE | 
0 1/19) | 06! 32/1 | | 14 
1 12 /10-2| 52 | 3 | 43) 24 | 2 | 08 | 07 
2 | 13 |139)164 | 6 |105| 68 | 2 | 38 | 24 
3 | « {12 | 85/217 | 41 768 | 48 
4 9 | 5-7 | 8-7 
Total | 26 26-0 26-0 24 23-9 24-1 18 | 18-0 


TABLE V—ACTUAL AND EXPECTED NUMBERS OF HOUSEHOLDS 
WITH 3 AND 4 SUSCEPTIBLE CHILDREN UNDER 15 YEARS 
OF AGE, ACCORDING TO NUMBER OF SUBSEQUENT CASES OF 
MEASLES 


| 
| Number of susceptible children in household 
| (i.e., persons exposed to risk plus one) 


No. of | 
cases of 3 4 
measles | 
| Expected | Expected 
Expected A Expected 
\Actual (chain | Actual)‘; (chain 
(binomial) binomial) | (binomial) binomial) 
0 4 13 4-5 2 | 1-2 
1 7 | 124 | 641 1 1-6 0-9 
2 32 | 29-3 | 32-5 | 1 5-3 3-4 
3 | 9 59 7-4 
Total | 43 | 43-0 | 43-1 | 13 13-0 12-9 


observed for particular diseases—in this instance influenza 
and measles—it may help us to decide whether the causal 
agent is being transmitted directly from person to person. 
For a disease in class 1 an appropriate theoretical model 
to try is a simple binomial distribution. For a disease 
which spreads directly from one person to another (class 2) 
an appropriate model to try,is a chain of binomials 
(Greenwood 1931). 


Results of Analysis 

The results of the calculations for the simple binomial 
and the chain binomial are given in tables Iv and v. 
The principal difference between them is that, for a given 
size of household, the chain binomial yields larger 
expected values than the simple binomial when few or 
many subsequent cases occur. It seems, although the 
data are scanty, that the chain binomial fits the observed 
pattern better than the simple binomial for influenza 
households of 4 or 5, whereas the position is reversed for 
households of 3. For measles households of 3 or 4 the 
chain binomial also fits much better than the simple 
binomial. Households of 2 are not included in the table, 
because the chain binomial and the simple binomial 
predictions are identical for these households. 

The effect of fresh introductions of the disease into 
households may be referred to briefly. In the absence of 
evidence to the contrary it is assumed that they did not 
occur very often. The effect of a few such introductions 
would be to increase the average number of subsequent 
cases. Apart from this increase the form of a simple 
binomial distribution would remain unchanged. The 
effect on a chain binomial is not. quite so plain, but this 
distribution is unlikely to be seriously deformed. In other 
words, in drawing conclusions from tables Iv and v, 
any fresh introductions of influenza or measles into the 
households may be ignored. There are, however, other 
reasons why it may not be valid to apply these two 
formule to the data. 


Applicability of the Simple Binomial 

The simple binomial is an appropriate model for 
diseases of class 1 only if the risk of a subsequent case 
of the disease is uniform throughout all the households 
of a given size. It has already been shown that the 
incidence of influenza in the epidemic as a whole did not 
vary appreciably with sex or with age, and the mortality 
from influenza does not appear to be affected by social 
status (Registrar-General 1938). We have thus no 
evidence against the applicability of the simple binomial 
to influenza. Measles is referred to below. 


Applicability of Chain Binomial 

The chain binomial in its simplest form rests upon two 
assumptions: (1) each person without the disease runs 
the same risk of being infected by the first case as by any 
subsequent cases; and (2), as for the simple binomial, 
the risk is uniform throughout all households of a given 
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size. In the original application of the theory Greenwood 
(1931) found that the chain binomial] agreed satisfactorily 
with data on measles in the form of our table v, whereas 
the simple binomial did not. This was confirmed by 
Wilson et al. (1939), but by a more detailed analysis 
they showed that the agreement was no more than 
fortuitous. In fact the first of the two assumptions, that 
each person without the disease runs the same risk of 
being infected by the first case as by any subsequent cases, 
was untenable. Those exposed to the first case of measles 
were substantially more likely to succumb than those 
exposed to subsequent cases. 

In a further analysis Greenwood (1949) showed that 
the second assumption, that the risk is uniform through- 
out all households of a given size, was also untenable. 
The risk that an individual would catch measles from 
a home contact varied from one household to another 
of the same size. 

As regards influenza, the uniform incidence with sex 
and age suggests that the second assumption may not be 
unrealistic, and that in influenza the risk may be uniform 
throughout households of a given size ; but it is arguable 
that the first assumption—that the risk is equal for each 
of the persons in the household—is unlikely to hold for 
any disease if it is transmitted directly from person to 
person. The secondary cases, which are infected by the 
first case, will tend to include the members of the house- 
hold who have the least individual resistance. Accord- 
ingly, those who remain uninfected will less readily fall 
victims to the secondary cases, and so on. No direct 
check can be made to see whether this is happening 
with influenza, since, unlike measles, the cases do not 
obviously group themselves in “‘ generations.’’ In fact, 
if they did so, we should not be trying to obtain evidence 
about the infectiousness of influenza in so tortuous 
a fashion. 

Discussion 

We are thus left in some uncertainty whether the 
satisfactory fit of the chain binomial to the influenza 
data in the larger households is fortuitous or whether it is 
real evidence in favour of thre direct spread of the disease 
from person to person. On the other hand, the failure of 
the’ simple binomial in these households encourages us 
to reject the hypothesis that influenza is not infectious. 

Before considering the different pattern presented by 
influenza in the small households it is desirable to recall 
an earlier finding. Other influences excepted, a conse- 
quence of the simple binomial theory is that the subse- 
quent attack-rate is independent of the size of the 
household. Similarly, a consequence of the chain binomial 
is an increase in subsequent attack-rate with increase 
in size of household. The figures in table 1 suggest that 
neither of these patterns represents the whole truth for 
influenza. Thus, even if we can accept one of these two 
theories as a description of the method of spread of 
influenza within a household, it becomes necessary to 
examine other influences which may affect to a different 
extent households of different sizes. 

Most people would prefer the explanation that 
influenza is infectious to the possibility that it is not. 
But in relation to our evidence this raises two diffi- 
culties : (1) the failure of the chain binomial to tit the 
data for households of 3 (there are too many instances 
where only 1 of the 2 persons at risk were attacked) ; 
and (2) the high subsequent attack-rate in households 
of 2. In the present sample most of the households of 2 
consist of a married couple. The explanation might be 
that there is an inherently greater risk of one-partner 
in a marriage infecting the other than of either infecting 
any other member of the household. If this were so it 
would help to account not only for the high subsequent 
attack-rate in households of 2 but also for the prepon- 
derance of households of 3 in which only 1 of the 2 
persons at risk was attacked. In larger households the 


effect might be less noticeable because of the larger 
numbers at risk. There is another possibility : the doctor 
may have been called more readily to a household of 2 
when both members were incapacitated by influenza 
than if only 1 was. A bias of this kind would lead to 
a spuriously high subsequent attack-rate in the chosen 
sample of households of this size. 

And there this approach to the problem must be left. 
We have gone as far as, perhaps further than, the 
available information warrants. For progress on these 
lines considerably more data are required. 


INTERVAL BETWEEN CASES 


So far, all the analyses have been devoted to the 
frequency of occurrence of subsequent cases and none 
to their timing. For many infectious diseases—e.g., 
measles, chickenpox, and infective hepatitis—there is 
a reasonably constant serial interval between the infecting 
and the infected cases. This interval represents the dura- 
tion of the reproductive cycle of the causal organism 
(Hope Simpson 1952) and will show itself only if the 
duration of infectiousness of the first case is short, and 
if the incubation period does not vary too widely. If it is 
possible to uncover a serial interval between cases of 
influenza in the same household it will show that the 
disease is passing directly from person to person, and at 
the same time determine the duration of the reproductive 
cycle of the causal organism. Failure to uncover the 
interval may be due either to the fact that the disease 
does not spread directly from person to person, or to the 
other factors indicated above. 


Evidence from Households with 3 or more Cases 

Methods for studying intervals between cases were 
investigated by Greenwood (1946), who envisaged the 
use of data on separate households like the present 
material. The approach adopted here is to enumerate 
the intervals between successive cases according to their 
duration, in households with 3 or more cases, and to 
compare them with what would be expected if the timing 


‘of the cases between the first and the last were purely 


random. The relevant theory is sketched by Greenwood 
(1946) on pp. 100-101 of his paper. For influenza the 
intervals between the dates of onset and those between the 
‘“* worst ’’ days of the disease were enumerated separately, 
since one might give a more precise indication of any 
serial interval than the other. There were certain gaps 
in the information, particularly for ‘‘ worst’’ days. 
The duration of 171 intervals between dates of onset and 
of 134 between ‘‘ worst ’’ days could be determined. For 
measles the intervals between the days of fullest appear- 
ance of the rash were enumerated. The duration of .151 
intervals could be determined. 

If there is a chain of infection, which is indicated by 
a serial interval, there will also be instances where 2 or 


TABLE VI—COMPARISON OF ACTUAL AND EXPECTED INTERVALS 


BETWEEN SUCCESSIVE CASES OF INFLUENZA IN SAME 
HOUSEHOLD 
Interval measured between 
Duration 
of interval Days of onset’ “Worst ” days 
(days) 
Actual | Expected Actual Expected 
0 34 } 34:8 20 29-8 
1 33 | 29-1 ! 34 23-9 
2 25 | 24-2 } 23 18-7 
3 21 18:6 | 11 13-7 
4 7 13-6 | 10 9-1 
5 10 | 9-4 3 6-3 
6-7 14 13-1 10 8-7 
8-9 6 | 9-2 } 8 6-0 
10 or more 21 | 19-0 15 17-9 
=| am ase 134-1 


x® with 8 d.f. 6-55 12-23 
Chance probability 0-70> P> 0-50 0-20> P> 0-10 
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TABLE VII—COMPARISON OF ACTUAL AND EXPECTED INTERVALS 
BETWEEN DATES OF MAXIMAL RASH OF SUCCESSIVE CASES 
OF MEASLES IN SAME HOUSEHOLD 


Number of intervals 
Duration of interval 
(days) 
Actual Expected 
0 26 16-9 
1 22 15-9 
2 16 14-9 
3 9 13-9 
4 4 13-0 
5 4 12-1 
6 7 11-2 
7 6 10-4 
8 7 9-4 
9 10 8-3 
13 6-3 
10 5-8 
12-13 8 6-1 
14 or more... 9 6-7 
Total 151 150-9 


x with 13 d.f. =36-65. P < 0-001. 
more cases are infected by a single earlier one, and these 
will tend to occur close together in time. Thus in addition 
to a preponderance of intervals corresponding approxi- 
mately to the serial interval there would be an excess of 
very short intervals. Any fresh introduction of the disease 
into the household might blur, but should not completely 
obscure, these tendencies. The comparisons of the actual 
intervals with those expected from a random distribution 
of cases are given in tables vi and vir. For influenza 
the intervals between dates of onset show no important 
deviations from the random pattern. There is a pre- 
ponderance of intervals of one or two days between the 
‘“ worst’? days of successive cases, but this cannot be 
regarded as being of any 2tiological importance, because 
the deviations are within chance limits, as the y?-test 
shows. On the other hand, the analysis for measles 
shows a definite serial interval. 

This examination of intervals therefore gives no 
evidence how influenza may be transmitted within the 
household. If it is passing directly from person to person, 
there must be considerable variability in the length of the 
incubation period, or each person 4must remain infectious 
for a period which is comparable in length with the 
incubation period ; or, of course, both of these factors 
may apply. 


Evidence from Timing of Influenza Cases in Household 
compared with that in the Whole Epidemic 

The timing of the influenza cases may be examined in 
another way. If there is no connection between the cases 
which occur in a household, their distribution in time 
might reflect the time scatter in the epidemic as a whole, 
or in this sample of it. Statistically the point can be 
tested quite simply by an analysis of variance, which 
shows beyond reasonable doubt that the cases: within 
a household tend to occur closer together in time than 
would be expected from the scatter of all the cases studied. 
(The ratio of the variance estimate between households 
to that within households is 3-11, with 89 and 219 degrees 
of freedom, for the dates of onset, and 2-82, with 89 and 
199 degrees of freedom, for the worst days of the disease. 
Each chance probability ‘is less than 0-001. Some cases 
were omitted from the analysis because one or other of the 
requisite dates were unknown.) 

Although this analysis demonstrates some connec- 
tion between the cases of influenza which occur within 
a household, it gives no indication of what that connection 
may be. A process of infection within the household is 
by no means the only possibility. The finding may be 
alternatively expressed by saying that the members of 
one household tend to be afflicted at a different stage of 
the epidemic from members of another; a disease 
spread by contaminated food or drink, by an insect, or by 


some other vector might well reach different households 
at different times and present just the same picture. 


Discussion 


Does the mechanism of person-to-person spread 
explain what is known about the epidemiology of 
influenza? Of the large number of facts which-need 
explanation the most salient and difficult are probably 
these—that influenza may come as an epidemic or 
a pandemic in two successive years or even more often, 


. or it may disappear for twenty or thirty years or more ; 


and that when it returns, after either a short or a long 
interval, it attacks with a high rate irrespective of age 
and apparently irrespective of previous attacks. 

This is indeed a puzzling picture. If we postulate 
a lack of immunising properties, why do epidemics 
disappear at all? If numerous different strains of virus 
are responsible which give little or no cross-immunity 
—i.e., if there are numerous different diseases all more 
or less identical clinically—why do epidemics disappear 
for such a long time; and, having thus been absent, 
why do they ever reappear? If the sudden appearance 
of a mutant is responsible for the great outbreaks it 
should very soon become apparent to the laboratories. 
But where in the meantime are the parent strains 
lurking ? 

In the face of so many perplexities about this important 
disease there is urgent need for more precise information 
abofft the extent and distribution according to age, sex, 
previous attacks, and geography of each outbreak. 
Diagnostic difficulties are formidable for the field worker, 
even with facilities for virus studies. It seems, never- 
theless, that this is the only way in which the problems 
can be solved; even imperfect attempts may supply 
evidence and experience, pointing the way to more 
successful studies. 

In view of the clear-cut results with some other 
diseases it seemed reasonable to look for evidence of 
direct transmission in careful family studies of influenza. 
In the present study there is a vivid contrast between 
the clarity of the answer for measles ang the equivocal 
results for influenza ; yet if influenza is spread directly 
from person to person it must he at least as infectious 
as measles. This makes the lack of clear evidence all the 
more remarkable. The fit of the prediction by the chain 
binomial with the actual experience in the larger families 
suggests that influenza may be spreading from person 
to person inside the family; but, if this is actually 
happening, how can we explain the lack of a secondary 
wave of cases, such as occurs with measles and other 
diseases in which direct person-t6-person spread is 
certain ? One explanation would be that a large number 
of the cases included were not in fact influenza. Or it 
may be that the incubation period in influenza varies 
widely, or that the period of infectivity is of similar 
duration to the incubation period. Such factors could 
easily obscure the evidence of direct spread. 

Then again the evidence provided by family studies 
depends on the family acting as a self-contained com- 
munity transmitting the disease more readily than 
the community as a whole, with the result that entries 
into the family from outside after the first case tend to be 
relatively rare events. Perhaps influenza is so highly 
infectious that the family ought not to be treated as 
a community separated from the general community, 
because entries from outside happen with such ease that 
cases subsequent to the first case in the family are often 
re-entries. This is unlikely to be the complete explana- 
tion, because many of the intervals between subsequent 
cases in families were long; hence the opportunity of 
catching a disease as infectious as influenza inside the 
family would have been greater than waiting for a re-entry 
from outside. The more infectious the diséase the more 
likely it seems that the picture inside the family would 
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be of a first case among susceptibles, followed by a 
generation including the majority of susceptibles at risk, 
and that is not found in influenza. In measles, for 
example, more than 70% of the susceptibles at risk in 
the family take the disease at the first opportunity (Hope 
Simpson 1952). 

These points being taken into consideration, there seem 
to be two alternative explanations : 

(1) Influenza is transmitted directly from person to person, 
but this feature is unrecognisable in family studies as a 
result of factors such as a widely variable incubation period, 
or a period of infectivity of similar duration to the incubation 
period, or a combination of them. 

(2) Influenza epidemics do not depend on the mechanism 
of direct person-to-person spread. 


The problem cannot be settled with the material that 
we have studied here. In any future epidemic it would 
be profitable to collect in addition data for households 
selected at random and to compare them with data for 
households selected because they have at least 1 case of 
influenza. 

Summary and Conclusions 


In an attempt to decide whether influenza is spread 
directly from person to person the pattern of influenza 
during the 1951 epidemic was studied in 100 households 
which experienced at least 1 case of the disease. The 
households contained 385 persons. 

Influenza appeared to attack males and females, old 
and young, indiscriminately. The attack-rate among 
those exposed to the first case in the household was 
90% for households of 2, dropped to a minimum of 71% 
for households of 4, and thereafter rose with- increasing 
size of household. 

The distribution of multiple attacks in households with 
4 or 5 members was more nearly in conformity with 
that to be expected from a direct spread of the disease 
from person to person than with a hypothesis which 
precluded this method of transmission. Suggestions 
are made which might explain certain anomalies in 
households with 2 or 3 members. 

Within each household the cases of influenza tended to 
occur at the same stage of the epidemic. This does 
not necessarily mean that influenza is spread by personal 
contact in the household. 

No evidence could be found of any serial interval 
between successive cases of the disease within the 
same household. 

The experience in households with cases of measles 
was analysed for comparison with that in the influenza 
households. It shows clear evidence of direct person-to- 
person transmission of measles. 

The data available here are tantalisingly scanty. 
Much could be learnt from a larger study on similar lines 
of influenza as well as of other diseases. 


We wish to express our appreciation of the late Dr. W. T. 
Russell’s interest in this study and his early work upon the 
records. Miss Janet Edmonds and Miss Joyce Dawson, of 
the Epidemiological Research Unit staff, put in a great deal 
of painstaking work to ensure that the records were as com- 
plete and accurate as possible. We should also like to thank 
the sick families for their patient and helpful coéperation. 
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Mr. Bevan on ‘*‘ A Municipal Hospital Service ”’ 


The Municipal Journal asked Mr. Aneurin Bevan, as 
the Minister responsible for the creation of the National 
Health Service, to discuss their suggestion that hospitals 
should be transferred to local government.! In his reply 
Mr. Bevan ? admits his regret that in framing the health 
service he was unable to make more use of local-govern- 
ment machinery. But not even the larger local authorities 
are big enough to carry some medical specialties ; nor 
could facilities for treatment be allowed to vary according 
to local finances, and national financial responsibility 
conflicts with local government administrative responsi- 
bility. Though he believes that it is a defect of the 
N.H.S. that the administrative agents are selected by the 
Minister instead of being elected by the people, he 
recognises that it is inevitable until the present units of 
local government are fundamentally revised. 

True local government, he holds, must be ‘‘ so near to 
the people as to ignite and keep their interest.’’ The 
present borough and district councils are too small for 
efficiency and the administrative counties too large for 
democracy to flourish. In his view the ideal set up would 
be some 240 authorities, most of them covering a popu- 
lation of about 75,000. Except in the big towns, each 
should include rural as well as urban areas. They should 
be all-purpose authorities with a diversity of important 
functions sufficient to attract the best kind of councillor 
and large enough to command efficient teams of officers. 

Local authorities of this standing could, he believes, 
appropriately assume responsibility for the administration 
of the hospitals as agents of the Minister. They would 
make all staff appointments except specialists—who 
would be appointed on the recommendation of a regional 
advisory body. But Mr. Bevan is firm that no local 
finances should be levied, for this would destroy the 
unity of the service. He also stipulates that local 
authorities should make full use of voluntary workers, 
otherwise he foresees that power may merely be trans- 
ferred from ‘‘ offices in Whitehall to those in the town 
hall.’ He believes that now the fears of the doctors have 
been largely assuaged they would be more disposed to 
“set aside the traditional antagonism between the 
clinicians and the medical officers of health.” 


Report on Detergents 


In May last year the Minister of Housing and Local 
Government appointed a committee, with Sir Harry 
Jephcott, M.sc., as chairman, ‘‘ to examine and report 
on the effects of the increasing use of synthetic detergents 
and to make any recommendations that seem desirable 
with particular reference to the functioning of the public 
health services.”’. This was a heavy assignment and the 
committee still have much work to do, but so many 
people are keenly intérested in the subject that an 
interim report * has been published. 

There are four reasons why people have been worried 
about detergents: they may cause dermatitis and have 
other dangers to health; they may cause corrosion of 
domestic equipment and plumbing; there have been 
reports of excessive foaming at a number of sewage 
works; and foam on the rivers into which sewage 
effluents are discharged has given rise to concern for 
the purity of the river water. , On these questions, the 
committee have collected evidence from many sources. 
Both synthetic detergents and soap-powders can cause 
dermatitis in certain cases, but there has been no 
significant increase, the report says, in this complaint 
since synthetic detergents came into common use. The 
committee’s advice to housewives is: choose the deter- 
gent that suits you best; do not use more than you 
need ; and always rinse and dry the hands thoroughly 
afterwards. The possibility that traces of detergent may 


1. See Lancet, March 13, 1954, p. 568. 
2. Municipal Journal, March 12, 1954, p. 544. 


3. Report of the on Synthetic Detergents. 


M. Stationery Office. Pp. 7. 
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be ingested from crockery and in other ways is being 
examined, but there is so far no evidence that ill effects 
may be caused by this means. The committee do not 
think that corrosion will lead to widespread difficulties, 
particularly if sinks are well rinsed after each washing. 
The most serious problem is’ the effect of detergents 
on sewage treatment and the disposal of effluents. 
A number of methods for suppressing foam formation 
at sewage works have been tried with some success 
—notably in the U.S.A. But further research is necessary 
before any one method can be recommended for general 
use in this country. Meanwhile, foaming is not at present 
sufficiently serious to justify alarm, though it may 
become more troublesome with increasing use of synthetic 
detergents of the present types, and it certainly calls 
for speedy remedy. Moreover, the presence of detergents 
may be adding to the existing difficulties of producing 
an effluent up to the required standard ; and, if so, the 


report adds, this is cause for serious concern, and special: 


attention is being given to this question. 

The committee sum up their deliberations as follows : 

*‘ Available evidence . . . does not justify any immediate 
alarm in users or the public health services. There is definitely 
nuisance at some sewage works, however, and there are other 
and more serious possibilities in relation to the efticiency of 
sewage treatment, the condition of rivers, and the purity of 
water-supplies. All these matters require and will receive 
most careful examination.” 


Medicine and the Law 


NEGLIGENCE CLAIMS AT HOSPITAL 


WHEN the negligence of a doctor leads to a successful 
claim for damages against a hospital authority, that 
authority has been enjoined by the Ministry of Health? 
to take legal action to make the doctor pay part of the 
damages. Where doctor and hospital authority are both 
accused of negligence, the authority, in exonerating itself, 
has sometimes thrown blame on its own staff ; and this has 
been found to “ prejudice that successful conduct of the 
defence which is in the interest of doctor and hospital 
authority alike.’ Accordingly the Minister, after consulta- 
tion with the British Medical Assogiation and the medical 
defence societies, has modified present procedure.? In 
future, where the doctor is a member of a defence society 
and that body accepts responsibility for him, any payment 
madé to the plaintiff is to be apportioned between the 
doctor and the hospital authority as agreed privately. 
between them or, in default of agreement, in equal shares. 

Where both the hospital authority and one or more 
hospital doctors are cited as defendants, the following 
arrangements will apply : 

(1) Any defendant may, on notifying the other(s), decide 
to settle the case out of court at any stage in the proceedings, 
but if he does so, he must accept sole liability for payment 
of the whole sum for which the case is settled; but each 
defendant shall pay his own costs. 

(2) If the defendants decide to explore the possibility 
of settlement out of court (and a settlement is ultimately 
effected), the payment made to the plaintiff shall be borne 
between the defendants agreed to be liable in such proportion 
as they may agree between themselves or, in default of 
agreement on the proportions, in equal shares. 

(3) If the defendants agree to defend the action in court 
the procedure should be as follows : 

(a) the defendants should try to agree before the action 
comes to court on the proportion in which any dama 
and costs which may be awarded to the plaintiff shall 
be borne between them ; 

(b) if this proves impossible, the defendants should try to 
reach such agreemént after the trial of the action ; 

(c) failing agreement under (a) or (b) the damages and costs 
awarded to the plaintiff shall be borne in equal shares 
between such defendants as are held liable. 

(4) In exceptional circumstances where some important 

legal or professional principle is involved, any defendant may 


1, Circular R.H.B.(49)128, 
2. Circular H.M.(54)32. 


give notice to the other before delivery of defence by either 
party that paragraphs 1-3 above shall not apply; and the 
normal legal processes will then be open to all defendants. 

Where either the hospital authority alone or a hospital 
doctor alone is cited as defendant in the action, the 
defendant will have complete discretion whether to fight 
the action or to attempt to settle it out of court. The 
hospital or the doctor solely cited shall not take legal 
action to obtain a contribution from the other, nor cite 
the other unless requested so to do, when the request 
shall be conceded forthwith. The defence societies 
recognise, however, that there will be cases where, 
although one of their members has not been cited, they 
might properly be asked to make a contribution towards 
any payment made by the hospital authority to the plain- 
tiff, because the action or inaction of the practitioner in 
question was a material factor in the negligence com- 
plained of. Conversely, in actions in which a hospital 
doctor alone is cited, there may be circumstances in which 
the defence society asks the hospital authority to make 
a similar contribution. In either case the procedure 
should follow the principles set out in paragraphs (2) 
and (3) above, as if the party not cited were a defendant. 

The success of the new arrangements (the Ministry 
says) clearly depends on mutual confidence between the 
defendants and a fully coéperative attitude on the part 
of both parties from the beginning, and hospital authori- 
ties are urged to bear this in mind. There should be 
full consultation at the request of either party in the 
formulation of the defence. In any case where there is a 
possibility of a contribution being requested from a 
hospital authority or a doctor who has not been cited, 
full information about the incident and the possibility 
of such a request should be exchanged at the earliest 
opportunity. 


What is a Hospital ? 


Last December Mr. Justice Vaisey had to decide the 
fate of the Royal Midland Counties Home for Incurables 
at Leamington.’ If it was a “ hospital’? within the 
meaning of the National Health Service Act, it would 
rest in the Minister; if it was not, it would preserve 
its independence. The object of the home, it may be 
remembered, was to give relief to persons of good 
character and of limited or reduced income, suffering 
from incurable or chronic diseases or incapacity due to 
injury or wounds. The rules refused admission to patients 
suffering from insanity, imbecility, epilepsy, cancer, or 
pulmonary tuberculosis, past or present. Following the 
findings of an arbitrator, the learned judge came to the 
conclusion that the Leamington home was not a 
‘*‘ hospital’ within the Act. On Thursday last, however, 
his decision was reversed by a majority in the Court 
of Appeal.” 

What, for the purposes of the Act, is a ‘‘ hospital’ ? 
Section 79 says it is ‘ any institution for the reception 
and treatment of persons suffering from illness . . .” 
and ‘‘illness’’ is defined as including ‘‘ any injury or 
disability requiring medical or dental treatment or 
nursing.’ Mr. Justice Vaisey adopted the arbitrator’s 
finding that the only treatment at the Leamington home 
was palliative treatment and treatment for casual 
ailments ; there were nurses but their nursing was not 
part of medical treatment. 

The Master'of the Rolls has now held that the arbi- 
trator and Mr. Justice Vaisey took too narrow a view. 
‘Treatment,’ he says, in relation to a hospital’ 
means not only medical treatment but also nursing in the 
sense that patients are looked after by persons profes- 
sionally trained to look after the sick. Reading the 
definitions of ‘‘ hospital’’ and ‘‘illness”’ in section 79 
together, the court could bring the Leamington home 


1. Lancet, Jan. 2, 1954, p. 54. 
2. Times, March 26, 1954. 
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within the Act as an “ institution for the reception and 
treatment of persons suffering from... any... disability 
requiring ...nursing.’’ Lord Justice Romer agreed with 
the Master of the Rolls. A minority judgment, however, 
came from Lord Justice Denning, not for the first time. 
He dissented on the ground that a realistic view should 
be taken of what went on at Leamington. Most of the 
patients got about in wheel-chairs or on sticks; they 
were folk who would be looked after in their own homes 
by relatives, if the relatives could manage it; they 
stayed on at Leamington for years, and quite half of 
them went away for holidays. The staff did all they could 
to make life bearable for these incurables; they 
administered sleeping-tablets or aperients when necessary, 
but the amount of drugs and dressings was far less than 
would be used in an ordinary hospital. The Act, said 
the Lord Justice, drew a sharp distinction between 
treatment ’’ and care’’; care was the homely art of 
making people comfortable ; the arbitrator had found 
that ‘‘ such treatment as was given was merely subsidiary 
to the real purpose of the home,” and his finding ought 
not to be lightly disturbed. Lord Justice Denning ended 
by expressing the opinion that, as the case was on 
the borderline, the court should decide in favour of the 
independence of the institution. ‘The voluntary 
charitable institutions have served the country so well 


when the overriding public interest demanded it.”’ 

Leave to appeal has been granted. At present two 
judges have voted for State vesting and two for indepen- 
dence. The House of Lords must tell us which two are 
right. 

The Case of the Plaster Cast 

On March 20 we summarised the proceedings at 
Nottingham when a child of 6 was awarded £5000 
damages because her leg had suffered injury while 
enclosed during January in a plaster cast. A corre- 
spondent who was present in court takes issue with us 
on our statement that ‘‘ the parents were not told of the 
serious condition of the child until the following June.” 
According to a newspaper report the judge remarked 
that “‘ not until six months after the plaster had been 
taken off were the parents told fully of the child’s con- 
dition ’’ ; but in using the word ‘“‘ fully” the judge may 
well have been thinking of a complete explanation of the 
extent of the injury and the probable outcome. Our 
correspondent points out that soon after the orthopedic 
surgeon saw the girl on Feb. 24 she was transferred to 
another hospital for further treatment and the parents 
at this time were well aware that the condition of the leg 
was unsatisfactory, though the final disability could not 
then be forecast. 


Parliament 


QUESTION TIME 
Regional Hospital Boards—Administration 


Mr. Stan AwsBeEry asked the Minister of Health if he was 
aware that the areas covered by the regional hospital boards 
were unwieldy and too wide for maintaining the necessary 
close touch with the people and patients, and that it would 
be preferable to establish smaller all-purpose areas in which 
the local knowledge of committee members of conditions and 
circumstances could play a more important part; and if 
he would consider this problem with a view to altering the 
administration.—Mr. latin MacLeop replied : The close contact 
that needs to be maintained with local opinion and with 
patients is provided by hospital management committees, and 
I am not aware that the areas of regional hospital boards are 
too large for the purposes they are designed to serve. But this 
is a matter which will no doubt be considered by the com- 
mittee now sitting under Mr. Guillebaud’s chairmanship. 


Deaths from Coal-gas Poisoning 


Replying to a question Mr. Mac.eop said that provisional 
figures of deaths from coal-gas poisoning registered in the 12 
months ended Sept. 30, 1953, were 569 by misadventure and 
2061 by suicide. 


Sale of Worthless Products 

Mr. W. D. Carman asked the President of the Board of 
Trade whether he was aware that worthless products claimed, 
respectively, to be a cosmetic lotion, a slimming aid, an eyelash 
grower, and a bust-improver, had been exposed for sale in 
Birmingham shops, and that their true contents had been 
described in a report of the Birmingham city analyst; and 
whether he would institute proceedings against the manu- 
facturers under the Merchandise Marks Act of 1953.—Mr. 
Perer THORNEYCROFT replied: If I can obtain satisfactory 
evidence of the offer of these goods for sale, I shall certainly 
consider instituting proceedings. 


Dental Service in Scotland 


Mr. Grorcr THomson asked the Secretary of State for 
Scotland what steps he was taking to arrest the decline in 
the number of dental students entering Scottish dental 
schools.—Commander T. G. D. GatsrartH replied: I am 
afraid that the position cannot be influenced directly by any 
action open to the Government. The Dentists Bill, which 
will be reintroduced as soon as Parliamentary time permits, 
embodies a plan for expanding dental services for the priority 
classes. By giving the dental profession full self-govern- 
ment and thus raising its status, I hope the Bill will also 
stimulate recruitment to the profession. Mr. THOMSON : 


Is the Minister aware that entries to the Scottish dental 
schools have dropped from 155 in 1946 to an estimated 
figure of 70 last year ? 

Replying to further questions, Commander GALBRAITH 
said that in December, 1953, there were 161 dental officers 
in the school dental service, the highest number ever reached. 
In October, 1951, the number was 100, and in June, 1948, 
it was 131. 

The number of dental courses given under the National 
Health Service in Scotland to expectant and nursing mothers 
and those under 21 years of age since the charge for dental 
treatment, from which these priority classes were exempt, 
was introduced in June, 1952, to January, 1954, was 855,300. 
The number of courses for the period June, 1950, to January, 
1952, was estimated at 340,000. 


Medical School Scholarships 


Replying to Mr. SomervrtLE Hastines, Miss FLORENCE 
HorssrucH, Minister of Education, said that 380 State 
scholarships were taken up in 1952-53 for courses leading to a 
medical degree at universities in England and Wales. 


Family Allowances 


Replying to a question Mr. OsBerT PEAKE said that, 
taking as children those within the age-limits laid down 
by the Family Allowances Act, it was estimated that. the 
number of married couples with only one child was about 
3 million, the number with more than one child who received 
no family allowance for the eldest child was 3,200,000, and 
the total number of children including those who received 
family allowance was 11 million. 

Mr. Joun McKay : Is the Minister aware that the 3 million 
who have only ons child are half the married couples in the 
country who have children ; that within the first and second 
categories in the range of income there are 1'/, million families 
with one child who are below the income-tax level and there- 
fore in a bad economic position ? Is he further aware that 
there are 1'/, million families getting 8s., 16s., and 24s. per 
week who are far beyond the income-tax level ? Can nothing 
be done to achieve a fairer share of family allowances ? 
Mr. Peake: All that seems well worthy of study and 
consideration. 


Milk and Glandular Infection 


Mr. D. T. LLEweEttyn asked the Minister of Health how 
many cases in Glamorgan had been drawn to his department’s 
attention of children contracting tuberculous infection 
of the glands after drinking milk—Mr. 
replied : Six children who had consumed milk from a tuber- 
culin-tested herd came under the notice of the local health 
authority towards the end of last year. The one cow in the 
herd found to be infected was slaughtered. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


My favourite film critic, Miss Lejeune, has been 
hinting for a long time that British studios can, when they 
really set their cameras to it, turn out comedies that 
make Groucho Marx wipe off his moustache and take 
to peddling peanuts (if he doesn’t happen to be occupied 
that way already). Indeed, it is said that Mr. Marx 
once raised an eyebrow during a performance by Alastair 
Sim, though the significance of the gesture is in doubt, 
for his friends whose sanity remains are confident that 
he was trying to attract the attention of a young lady 
selling ‘Coca-Cola.’ For my part, have mi 
many of the films on which Miss Lejeune Bases her 
opinion, so, in the absence of a less equivocal sign from 
Mr. Marx, I was glad to accept an invitation to find out 
how things really stood by seeing last week’s premiére 
of Doctor in the House. And they stand pretty well. 

Dr. Richard Gordon’s novel of student life at 
St. Swithin’s Hospital quickly established itself as one 
of the best jokes of the day; and it has been translated 
so nimbly to the screen that for once Technicolor is as 
glorious as print. Some of the fun at the expense of 
doctors and students was no doubt judged too vivid 
for cinemagoers who are sometimes hospitalgoers as 
well. So, for one thing, Sir Lancelot Spratt, surgeon 
to St. Swithin’s, is a more genial character on the screen 
than in the book; and though we may readily under- 
stand why he is described in after-dinner speeches as 
“a surgeon of the grand old school,’ there is only a 
hint of “the less charming but equivalent epithet” 
which his colleagues use in private. I waited in vain 
for one or two memorable episodes: the Christmas 
dance in the Nurses’ Home, for example ; and there was 
no sight of the depressing examination candidates who 
“write steadily and sternly, as though they were pre- 
paring leaders for next week’s Lancet.” 

But the film embellishes some of the book’s other 
events, adds new ones of its own (a devastating interpre- 
tation-of bleeding-time, for example), and urges the whole 
business forward at the cracking pace vital to success 
in this sort of enterprise. Mr. Kenneth More, as the 
perennial Grimsdyke, is the best of a likely bunch of 
students, and he is, I should judge, one of the actors on 
whom Miss Lejeune pins her hopes. But they 
all did splendidly ; and I must say there was a peanut 
vendor with a gangling gait in Leicester Square as I 
went home. 


* * * 


A chap came into outpatients the other day who had 
recently survived an operation at my hands. There are 
two hospitals in this group, and it happened that, when 
he came in, he had the choice of either. Quite by 
chance I asked him why he had chosen St. Crispin’s for 
his operation. ‘‘ Because in St. Swithin’s the mortuary is 
rather damp ” was his reply. And he spoke with first-hand 
knowledge. He is the local undertaker. 


* * * 


He had been sent for child guidance. He did not 
know who his parents had been. His daddy, he said, 
had been a man. He had lived in Singapore all his life, 
they had servants, there was a baby. Now he was tall 
for his age, dressed in a full cowboy outfit, with loud 
check trousers, American-style shirt, and a ten-gallon 
hat. He spoke in a grown-up manner, rather slowly 
and with the singsong of the Babu. He was disobedient, 
cheeky, and continually ran away into the streets, where 
he wandered aimlessly. He had not settled well at school. 
Now he stood in the tiny consulting-room, and answered 
questions while his adoptive father saw the Chief. 


“The Japanese came, there were bombs, our servants ran 
away, and we ran too; we ran to the fields, hiding in the 
ditches, and then we got to the jungle. My daddy was 
killed first though, and my mummy, too, got a splinter. 
Soon she died, and then I cared for the baby, but it died, 
and I was alone, hiding in the jungle. My friends told me 
where to hide.” 

“* How did you eat, you and your baby ?” 

“* My friends fed me and gave me food for my baby.” 

‘** Who were your friends ? ” 


“Children like me from the village ; they were kind, they 
knew where to hide from the Japanese, they didn’t have 
much to eat.” 

‘“* Where did they get the food to feed you ?” 

“They asked their parents, and each family in turn gave 
me something to eat, and each family in turn gave me a 
place to sleep when it was needed.” 

“* How have you come to England ? ”’ 

“Uncle Jim was an English soldier. When he came to 
my village at the end of the war, ke said to me, ‘ Will you 
come and be my boy now ?’ and I said ‘ Yes.’ So we went 
to his camp, and they all gave me sweets and cigarettes, but 
now I cannot smoke, or use the words they taught me. We 
came here on a big ship, but I was homesick for the jungle, 
and here I have no friends.” 


The wisdom accumulated against the p.p.M. failed the 
four registrars. No textbook catered for this sort of 
difficulty. None of us had an answer ready for this 
child who, when he returned to his own race, found 
that there were no friends among them like those who 
had kept him alive in the jungle. 


* * * 


Like many other connoisseurs of Edinburgh sermons, 
I have been dipping into the third volume of Norman 
Maclean’s autobiography.' These essays strung on the 
thread of the life of a minister of the Church of Scotland 
show the skill of a Scotsman leader-writer, the eloquence 
of a great preacher, the wit and poetry of a Gael, and the 
“Scottish genius for suddenly making you want to burst 
into tears.’’ The matter is as varied as the manner. As 
an exponent of social medicine I was relieved to find 
that the manse at Colinton—Maclean’s first charge— 
though placed unsalubriously in a hollow beside the 
Water of Leith and under the retaining wall of a crowded 
graveyard, was sheltered from the east wind and so 
provided a health-giving retreat for the young Robert 
Louis Stevenson and other members of the Balfour 
family. Indeed the Colinton doctor of those days used 
to send ailing children to Mrs. Balfour at the Manse 
saying ‘‘ She kens mair aboot weans than I dae ’’—he 
was a bachelor and she the mother of thirteen children. 
As a doctor I was encouraged by the story of the long 
negotiations which led to the union of the Church of 
Scotland with the United Free Church te hope that the 
medical profession will likewise, with wise statesmanship 
(and under pressure of public opinion and economics), 
emerge from its departmental rivalries and statutory 
divisions to a new unity. 

* * * 


“Oh, to be in England now that April’s there!” 
is a heart cry of sinister import nowadays for the exiled 
follows of St. Michael and St. George. The cold wars of 
crypto-enemies, the hot wars of the lawless, and the sell- 
outs to our allies have made the outposts of empire less 
congenial, but the home-made scientific genius of the 
mother country is even more disturbing to her errant 
lotus-eaters. It is so frightfully tiresome to have to 
carry a geiger-counter to the fishmonger’s every week, 
and so awfully dreary to beachcomb in the shadow of 
mushroom clouds, as yet another atoll is removed 
around Bikini or Montebello. The Pacific now belies 
its name even more than when stout Cortez and all his 
men justifiably looked at each other in wild surmise. 

And if the Pacific is a mocking name, is consolation 
to be found in the still-vexed Bermoothes? The Spanish 
Main may slumber in the noonday heat, dreaming of 
tourist dollars, hurricanes, and government grants-in-aid. 
But the shadow of Voodoo is falling again on the Antilles. 
Caliban rubs his hands in the undergrowth. The ghost 
of Blind Pew cackles hoarsely at the sight of The Black 
Spot. On the horizon a fore-top heralds the arrival 
of H.M.S. Ben Lomond. No export whisky for the 
emigrant Scot is stowed in her hold; just petri dishes, 
test-tubes, and guineapigs—the paraphernalia of experi- 
mental bacterial warfare. 

Patient, male, weight 16'/, st.: ‘‘ Doctor, I’ve got 
butterflies in my stomach!” 

What Hieronymus Bosch! 


1. The Years of Fulfilment. 
Hodder & Stoughton. 


NORMAN MACLEAN, D.D. London ¢ 
1953. Pp. 316. 20s. 
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Letters to the Editor 


MEDICAL WITNESSES 


Sir,—In view of the modern tendency towards litiga- 
tion in relation to medical practice, it may perhaps not 
be out of place to remind medical witnesses that the 
principles of medical ethics are not in abeyance in Courts 
of Law. 

Lawyers are apt to tell medical witnesses that it is 
improper, if not illegal, for them to discuss cases with 
witnesses called for the other side. Medical ethics demand, 
however, that any doctor asked to consider a matter 
which to his knowledge has been the subject of a report 
by a colleague should notify him of this fact and should 
also tell him what his personal view is. Neglect to follow 
this course may often mislead a judge and jury, since two 
expert witnesses may in all sincerity differ fundamentally 
merely because they are, in fact, talking about two 
separate matters. Two pathologists, for example, may 
examine a section from the same patient, but from 
a different part of him. Two sections from the same 
piece of tissue may show entirely different pictures. 

It is important to recognise that medical and legal 
practices are at variance on this important point. 


Westminster School of Medicine, 
London, 8.W.1. 


R. J. V. PULVERTAFT. 


TUBERCULOSIS YARDSTICKS 


Sir;—The mortality-rate has long been accepted as 
the most reliable measure of tuberculosis in a community, 
and in civilised countries it undoubtedly provides 
relatively accurate and comparable data. The notifica- 
tion-rate of new cases has also provided useful information 
about the incidence of new cases in this country. How- 
ever, while the tuberculosis-mortality rate in England 
and Wales has halved during the past five years, the 
notification-rate of new cases has remained almost 
unchanged. During that time the number of cases of 
tuberculosis on chest-clinic registers has increased by 
20%, and today more hospital beds are occupied by 
tuberculosis cases than for many years. It may be that 
just as many cases of tuberculosis are being diagnosed 
nowadays as 20 years ago—though, of course, earlier 
diagnoses are being made, and many more cases of less 
hazardous disease are being discovered; and patients 
are living longer. 

It seems that the time-honoured yardsticks of mortality 
and notification are becoming less indicative of the 
amount of tuberculosis in this country. What available 
data, if any, would be useful in estimating more accurately 
the significance of the ‘‘ tuberculosis problem,”’ if, as one 
hopes, the mortality-rate continues to fall ? 

In the current issue of the N.A.P.T. Bulletin, Pickwick 
points out that it is the active cases on clinic registers 
which really matter. These sputum-positive cases 
make up the “‘ known infector pool ’’ of infectious persons, 
which, together with unknown infectious cases, consti- 
tutes virtually the whole source of fresh infection in 
most urban areas now that milk-borne tuberculosis 
is being extensively eliminated. Tuberculosis will 
only be controlled by persistent effort, both therapeutic 
and preventive, to reduce the size of this ‘“‘ known 
infector pool.’ It is where these pools are largest and 
deepest that the greatest national effort toward eradica- 
tion should be directed. It would be useful if health 
authorities could publish the number of known active 
cases in their area alongside their mortality and 
notification rates. 

The offices of the Ministry of National Insurance 
receive initial and final certificates for every insured 
person who receives sickness benefit because of tuber- 
culosis. In the local offices of that Ministry there may be 
valuable data that would help chest physicians in their 
case-finding quest. The relapse of a case believed to be 


inactive could become known to the Ministry of National 
Insurance although the medical officer of health and the 
chest physician might remain unaware of the event. 
According to Pickwick, approximately 20% of the total 
tuberculosis deaths are not statutorily notified to the 
medical officer of health during the patient’s lifetime, 
and one wonders whether the Ministry of National Insur- 
ance might not be able to help us to close this gap. 
If medical officers of health could be advised of all 
newly certified cases of tuberculosis, and all final 
certificates received, it would enable a day-to-day 
sickness-rate for insured persons to be kept by each 
local-health authority. Now that tuberculosis control 
is enteripg a new phase, it would seem that these are 
the sort of yardsticks that would really indicate the 
significance of the disease in the community. 
Bournemouth Chest Clinic. W. H. TatTEerRsaL. 


FEWER FARMS AND MORE BEDS 


Str,—One additional 60-bedded convalescent annexe 
to each mental hospital would wipe out psychiatric 
waiting-lists. This annexe need not be staffed at all— 
though, of course, it would be better if it were. 

In the average mental hospital each month there are 
50-80 convalescent patients awaiting discharge. Most of 
these could look after themselves at a pinch so far as 
bedding, feeding, and the like are concerned. Each of the 
60 convalescent beds could be turned over 5-12 times a 
year. 

The cost ? Simple. Sell the farms attached to mental 
hospitals—perhaps to the Ministry of Agriculture. 
Millions of pounds of capital are tied up—and about a 
mnillion lost in the running every year. 

The money, staff, and committee work spent on the 
farm are miserably rewarded. Very rarely is any patient 
discharged from the farm working-party. No Tolstoian 
wisdom of the soil emerges. No skill is imparted to the 
patients. And nothing is a more degrading spectacle than 
a barrow party in single-file procession, like a chain gang. 

The money put into the farm, if spent on the 20 
occupational therapists, educational officers, and physical- 
culture instructors who could be provided instead in each 
mental hospital, would be reflected in even better 
discharge-rates and in a more effective battle against 
institutional intellectual deterioration. 

Let the end of farm psychiatry mean more staff and 
more accommodation. 

Chester. I. Frost. 


INFESTATION WITH TRICHOCEPHALUS DISPAR 


Srmr,—I was much interested in Dr. MacCarthy’s article 
(Feb. 27) on whipworm infestation in children, and 
especially in thé possibility of using the proteolytic 
action of papain in treating intestinal helminths. I 
cannot, however, agree that her description of the clinical 
picture of trichuriasis is either accurate or complete. 

In many tropical countries, whipworm ova are com- 
monly found in the stools: in Southern Nigeria they 
were present in from 15 to 25% of specimens. The 
clinical picture appears to be related to the worm load, 
as was shown by the investigations of Jung and Beaver. 
In brief, there may be three grades of infection : light, 
usually with no symptoms; mild, sometimes with 
allergic manifestations (urticaria) and vague abdominal 
pain, often in the right lower quadrant; severe, with 
prolonged diarrhea and blood-streaked stools, abdominal 
pain, tenesmus (i.e., a chronic dysentery), and sometimes 
rectal prolapse, with whipworms easily visible to the 
naked eye on the mucosa of the prolapsed bowel. 

As has been noted recently, however, ‘‘ many authors 
have listed symptoms ascribed to trichuriasis, but these 
accounts have with few exceptions been ambiguous, 
inconsistent, and quite frequently far-fetched. Text-book 


1. Jung, R. C., Beaver, P. C. Pediatrics, 1951, 8, 548. 
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repetitions of these lists have been. vague >and uncritical. 
. Chronic constipation, eructation, nervous symptoms, 

vertigo, etc., have been reported, but the occurrence of 

these with trichuriasis may well be coincidental.’’? 

The diagnosis of trichuriasis, while usually based on 
stool examinations for ova, may be confirmed in some 
cases by sigmoidoscopy, when the helminths may be 
seen attached to the mucosa of the colon or rectum. The 
most effective treatment appears to be retention enemata 
of 0-2% hexylresorcinol, in water or glycerin solution, 
the technique of which is described elsewhere. 

Department of Medicine, 


University College of the 


West Indies, Jamaica. D. B. JELLIFFE. 


WATER INTOXICATION 


Str,—I should like to congratulate Dr. Wynn and 
Professor Rob on their very valuable paper (March 20), 
which should be a great help to those concerned with 
postoperative care and the management of fluid balance. 
It is clear that water intoxication must now rank with 
potassium loss as a new hazard to be watched for by 
house-surgeons and registrars, and dealt with appro- 
priately and expeditiously. 


There is one minor criticism. I have, for the good of my 
surgical soul and to familiarise myself with the process, 
developed the habit of turning mg. per 100 ml. into m.eq. 
per litre and back again whenever I meet them. Whereas the 
other m.eq. quoted in the article are correct to the nearest 10, 
450 ml. of 6% NaCl are twice given, in table m and case- 


record 1, as containing 480 m.eq. Surely this should be 460 
(actually 461)? 


Although of no great importance, this small aberration 

makes things even more difficult for us biochemical 

neophytes. 
Beaconsfield. MicHarEt REILLY. 


HOSPITAL, DOCTOR, AND PATIENT 


Srr,—May I, as a layman, venture to comment on 
the recent legal actions between hospital boards and 
patients ? 

The National Health Service is young, and most people 
realise that growing pains are inevitable ; but until the 
relations between specialists on the one hand and general 
practitioners, patients, and patients’ relatives on the 
other have regained some of the mutual trust which 
existed in my childhood, these actions will continue. 


Thirty years ago, my brother, then a child of six, nearly 
died through an error of diagnosis. Our family doctor freely 
admitted that a mistake had been made, and did everything 
in his power to put the damage right. After many months 
the child recovered. Although this story was freely discussed 
by the neighbours, I doubt if a single patient left the doctor 
because of it. Everybody was impressed by his honesty, 
his devotion to duty, his genuine understanding of the family’s 
anxiety, and by his many simple kindnesses. It would 
never have occurred to my family to sue this doctor. ‘“‘ To 
err is human.” Had not he saved my mother’s life on 
several occasions, brought me through a bad attack of 
appendicitis, and cared for the whole family during these 
crises ? 

Recently my young son had to go into hospital for observa- 
tion. It was a good hospital with modern ideas on visiting 
so we saw him every evening. During the twelve weeks he 
was in hospital, my husband and I saw the specialist. twice 
and the house-physician once. Our anxiety was very great, 
and on one occasion, when we could stand the silence of the 
hospital no longer, my husband spoke to the ward-sister. 
Her reply was terse: ‘‘ Oh, you intellectual parents are the 
worst people we have to deal with.’’ She did not seem to 
realise our concern for our most cherished possession. After 
my son was discharged from hospital it took our doctor a 
fortnight and many telephone calls before he could get even 
a short report from the hospital on the child’s condition. 
Four months later the clinic that we were told to attend 
was still waiting for a hospital report. Still, we were lucky. 
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Dames in ithe next bed had been in hospital eight months 


and his parents had seen the specialist once—on the night 
he was admitted as an emergency. 


In these days when medical knowledge is put out for 
public consumption by radio, television, and the news- 
papers, as well as by the British Medical Association 
through Family Doctor, is it too much to ask that 
parents and relatives be given an opportunity of dis- 
cussing with the doctors the patient’s condition, and be 
given a simple explanation of what is being done for him ? 
Certainly, I met very few parents who would not have 
preferred to know—even the worst—rather than face the 
many weeks of anxiety and uncertainty that they were 
forced to go through. 

Would it not be possible to build up relations between 
hospitals, doctors, patients, and relatives into those 
which exist in the best parent-teacher associations of 
some schools, and with the same amount of good will 
on both sides? I cannot believe the doctors would lose 
anything of their status by this, and certainly. some of 
the young housemen might benefit by supplementing 
their academic knowledge of disease by an understanding 
of the environment of their patients. 


PARENT. 


A COOLING UNIT IN CLOSED-CIRCUIT: 
ANAZSTHESIA 


Srmr,—I have successfully used a closed respiratory 
circuit cooled down to 16°F to maintain heat-balance in 
therapeutic sweating, and I believe that a similar system 
in a closed-circuit unit for anesthesia could lower ‘body- 
temperature and metabolism during operations. The 
fall in circulation-rate with “artificial hibernation ”’ 
decreases bleeding in the operation area and reduces the 
danger of surgical shock; but anesthetic techniques 
that lower the body-temperature by drugs and/or 
physical cooling introduce other drug hazards difficult to 
control. 

Before the induction of anesthesia there is usually 
constriction of the skin vessels, which is often followed by 
a cold sweat due to mental stimuli or shock. During 
normal anxsthesia with a closed-circuit unit with an 
average volume of about 21/, litres, including corrugated 
tubes and mask, there is a steady rise in blood-tempera- 
ture because of the continuous inhalation of warm gas 
of high relative and absolute humidity. The temperature 
of the inspired gas at the face-mask averages 102°-105°F 
for a Waters’s absorber, and 89°-91°F for a circle unit. 

These temperatures relate to a breathing rate of 18 per 
min., a tidal volume of 500 c.cm., and a canister of soda lime 
8 cm. by 13 cm,1 The temperature of the inspired gases 
in a Waters’s absorber are higher than the blood-temperature, 
while in the closed-circuit unit they are only 8-4-7-4°F lower 
than blood-temperature ; but both their absolute and relative 
humidities are high. Thus the gases in the Waters’s absorber, 
instead of cooling the lung vascular bed, warm it. In the 
circle unit there is a slight tendency to cool the blood, 
but the cooling effect on the lung bed cannot compare with 
that produced by the inhalation of gas at normal atmospheric 
temperatures and low absolute and relative humidities. 


The steady rise in temperature turns the cold sweat 
into a hot sweat and the skin vessels are dilated. The 
soda-lime container also adds its quota of heat and 
water to the inspired gases, for each gramme-molecule 
of CO, produces 310 calories and water. Under normal 
conditions only a small proportion of the heat produced 
is used in warming the inspired air. 

These considerations suggest that we might regulate 
the temperature of the inspired gases by means of a 
cooling system before attempting to lower the body- 
temperature by drugs and physical cooling. A cooling 
system in the return circuit to the face-mask could bring 
down the temperature of the inspired gases to 32°F, 


2. Ju Jung, R. C., Jelliffe, D. B. West Afr. med. J. 1952, 1, 11. 


1. Adrian, J. Chemistry of Anesthesia. Springfield, 1946. 
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which would make induction of anesthesia more pleasant ; 
and it would stop hot sweating, reduce the pulse-rate, 
and lessen bleeding. 

Tunbridge Wells. E. F. St. Jonn LYBuRN. 


ANTIBIOTIC ENTEROCOLITIS 


Srr,—Your excellent editorial ef Dec. 12 encourages 
me to add some observations about the side-effects of 
broad-spectrum antibiotics. 

Using aureomycin and oxytetracycline (terramycin) 
for different diseases, and especially for urogenital tract 
infections and ameebiasis, I was surprised to find that 
patients of Greek or Balkan origin did not suffer side- 
effects ; they were much less liable to the gastro-intestinal 
symptoms—nausea, diarrhoea, burning in the anorectal 
region, &c.—to which Anglo-Saxon patients were prone. 
I found that the main cause of this was the difference in 
their eating habits, and especially the use of yogurt, 
which most of the Balkan patients eat daily, especially 
when they are on a diet. I then started prescribing the 
antibiotics with yogurt, and the results were excellent. 

Yogurt is a true culture of Lactobacillus bulgaricus plus 
the lactic acid produced by the fermentation of lactose. 
By adding 3 or 4 cups daily to the diet, it may be possible 
to avoid the multiplication of other resistant organisms. 
Whatever the explanation, I recommend yogurt as a 
means of preventing these side-effects. The same results 
can be achieved for patients who dislike yogurt by the 
use of preparations of lactic acid bacilli. 


Toronto, Ontario. Lzonipas G. POLYMENAKOS. 


TREATMENT OF VARICOSE ULCERS 


Sir,—A multitude of treatments have been advised 
for varicose ulcers, and a maze of medicaments and 
bandages have been applied. Firm support by bandaging 
remains the basis of all treatments!; but not all ulcers 
will heal by this means alone, and something more must 
be done to break down the vicious circle in the lower 
limb.? 

In most cases varicose veins cannot by themselves 
account for ulceration. Varicosities generally occur in 
the superficial veins, and the ulcers associated with 
them are often small and usually heal promptly after 


VEIN ARTERY VEIN ARTERY VEIN ARTERY 


Taccumuca tion 
OF METABOLITES METABOLITES 
(a) (b) (¢) 


EQUAL 


In fig. b a deep venous thrombosis has upset the equilibrium 
between inflow and outflow, which is further affected by the 
arterial spasm that always accompanies a deep thrombosis. 
Because of the deep thrombosis, metabolites accumulate, 
causing poor nutrition of the tissues and eventually ulceration. 
A slight injury may start the ulceration, or eczema may be 
the beginning of the trouble. 

The same situation develops when the deep veins are 
incompetent, as in fig. c. Here the incompetence has followed 
a deep thrombosis, but although the thrombosed vein has 
been recanalised the valves remain incompetent. Hence the 
venous return is hampered, waste products accumulate, and 
ulceration follows, as in deep thrombosis. 

Sometimes the deep incompetence shows itself as dis- 
tension and incompetence of the superficial veins, by means 
of communicating venous channels, as in fig. d. It is then 
very easy to assume that the ulceration is due to incom- 
petence of the superficial veins. If these veins are then injected 
or ligated the deep venous incompetence is not affected at all 
and the underlying condition is unchanged. Even the 
ligation of this communicating vein (in the “ankle 
blow-out syndrome” *) does not have any effect on the 
ulceration. 


A condition indicating deep venous trouble is indura- 
tion of the lower half of the leg, with the firm skin 
tethered down to the underlying structures. This type 
of leg, which I have described as the “‘ inverted Guinness- 
bottle leg,’ is pathognomonic of deep thrombophlebitis 
or incompetence of the ‘deep veins. It results from the 
slow inflammatory reaction set up in the tissues by the 
accumulation of metabolites, and it impedes the return 
flow still further. 

The basis of all forms of treatment is compression 
by bandages, whether ‘ Elastoplast,’ ‘ Diachylon,’ 
‘ Ceraban,’ or any other of the many now on the market. 
The type of bandage which will prove most satisfactory 
depends on the tolerance of the patient’s skin; for 
bandages can, by themselves, set up a trail of symptoms 
which further tries the patient and the doctor. The 
aim of repeated firm’ compression is to get rid of the 
accumulated exudates and so permit healing. But 
not all metabolites can be dispersed in this way: it 
depends on how much they are fixed locally. Occasionally, 
the only way to promote healing is to put the patient 
to bed and so counteract the effects of gravity. 

My purpose in this letter is 
to describe two other forms of 
. treatment which I believe will 
also promote healing. 

First, the arterial blood-supply 

| of the leg can be incre 
by means of vasodilators such 
y \ as tolazoline (‘ Priscol’) or 
papaverine, injected into the 
. femoral artery in the groin. 
Tolazoline (50 mg.) may be 
} ; given once a week through a 
. carried out as an outpatien 
operation, and there is need 
(4) for the patient to rest in bed. 


(a) Normal circulation; (b) deep thrombosis in vein with associated arterial spasm and accumula- The limb immediately becomes 
tion of metabolites: (c) incompetence of valves in deep vein with accumulation of metabolites:  fjyshed from above downwards 


(d) incompetence of deep vein with communicating superficial vein. 


the veins have been treated by injection or ligation. 
More often, ulcerated legs are the aftermath of a deep 
thrombosis. Instead of calling them varicose, or gravita- 
tional, it would be better to call them post-thrombotic 
ulcers. 

The accompanying figures illustrate the changes that 
lead to ulceration. 

Fig. a represents the normal state of the circulation in the 


lower limb: the arterial inflow equals the venous outflow 
and the circulation is in a state of equilibrium. 


1. Dickson Wright, A. Brit. med. J. 1940, i, 699. 
2. Lee, M. Brit. J. Derm. 1953, 65, 131. 
3. Lee, M. Practitioner, 1953, 170, 288. 


and its temperature rises a few 
degrees. 

I have always thought that, in the treatment of vari- 
cose ulcers, it was wrong to ignore the arterial side of the 
circulation,’ and this method attacks the condition 
from the arterial side. A lumbar sympathectomy will 
do the same as the intra-arterial injections of tolazoline, 
and it will be more permanent in its effect. But patients 
are seldom keen on this operation, for it means a long 
time in bed, and they regard it as too drastic. More- 
over, in these patients, who are often fat and flabby, 
sympathectomy is not without its risks. 

Secondly, the venous return can be encouraged by 
using hyaluronidase ionisation to disperse the accumula- 


4. Cockett, F. B., Elgan Jones, D. E. Lancet, 1953, i, 17. 
5. Anning, S. T. Brit. med. J. 1949, ii, 458. 
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tion of For ‘this ihe 
must attend a physiotherapy department regularly. 
There is no doubt that it has an effect: in very many 
cases the tissues become softer, and in some the pain is 
relieved. This form of treatment is most useful in the 
post-thrombotic leg before ulceration takes place—a 
condition in which pain is often intense when the patient 
is up and about. I have noticed that the pain becomes 
less as soon as ulceration occurs, probably because there is 
then an outlet for the accumulated metabolites. 

Thus, by a combination of compression bandages, 
tolazoline injections for the arterial side, and hyaluroni- 
dase ionisation for the venous side, one hopes to interrupt 
the vicious circle and restore the circulation to normal, 
or as near normal as possible. Probably the Bisgaard 
treatment, for which such success is claimed, has the 
same effect as hyaluronidase treatment in dispersing 
the metabolites. 

The various operations described for excision of the 
ulcer and for skin-grafting seem to me to be based on 
false premises, and the successes attained with them are 
perhaps due to the patient having to remain in bed. 
Again, a skin-graft applied to such an unhealthy site 
as an ulcerated leg is likely to break down when the 
patient gets about again, and this in fact happens time 
after time. Such operations as ligation of the com- 


municating veins do not attack the underlying condition: 
Prince of Wales’s Maurice LEE. 


London, N.15 
CONTROL OF CANCER MORTALITY 
'Srr,—With reference to Professor Smithers’s letter of 
Feb. 13, it seems necessary to point out again that the 
appraisal (through vital statistics) of the value of treat- 
ment, early or otherwise, in preventing death from 
breast cancer was based on those rates which showed 
good evidence of reliability. Firstly, there was the 
consistent maintenance of level trends in the recorded 
age-specific breast-cancer mortality (except that in old 
age), in spite of vastly different circumstances from 
which the rates were derived—differences in time, in 
place, in provision and availability of diagnostic and 
treatment services, in utilisation of specialist services 
and hospital accommodation, in acteptance of extensive 
investigation and treatment, in economie situation, in 

‘cancer education ’’ of the public and of the profession, 
in the speeding-up of treatment, in publicity and 
propaganda, and with the book-keeping done under the 
same and under different auspices. The only reasonable 
explanation of that stability and uniformity in the 
trends is that the recorded rates are highly indicative of 
reality and practically insusceptible to the influence of 
artificial factors. 

Further, any contention that the rates deriving from 
such different and changing conditions were maintained 
at their respective levels by similar changes in diagnosis 
(at death) or in certification asks too much of credulity. 
Secondly, if any material proportion—say, even 10%— 
of the mortality charged to breast cancer were actually 
due to other causes, the declines in mortality from causes 
other than cancer in women under 60 years of age in 
the past 25 or 30 years should have yielded an appreciable 
concomitant decline in the recorded breast-cancer mor- 
tality of those age-groups. The lack of decline is sub- 
stantial evidence that the mortality charged to breast 
cancer in those age-groups did not contain any appreciable 
proportion that was not caused by breast cancer. Thirdly, 
when the selection of cause of death was made the 
responsibility of the physician—in 1939 in England, in 
1949 in the U.S.A., and in 1950 in Canada—changes in 
the rates resulting from that change in selection were 
almost entirely confined to the rates in the older age- 
groups. The paucity of the change, if any, in the rates 
in other age-groups—on which the comparisons were 
based—is further consistent evidence of the reasonable 
reliability of those rates. Thus, the trends do not show 
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any of the characteristics that they should show if 
Professor Smithers’s contention that the mortality charged 
to. breast cancer included any material proportion not 
caused by breast cancer were valid. On the other hand, 
they show very substantial internal evidence of their 
reliability. 

Professor Smithers contends that the very early 
spread as shown by the various analyses provides a 
sound reason for still earlier treatment. This contention 
would be timely if there were some means of detecting 
breast cancer before the appearance of a tumour or dis- 
charge or any other sign or symptom. The attack on 
the very early and on so-called ‘‘ precancerous’ con- 
ditions, as in Saskatchewan, Ontario, and Massachusetts, 
has failed to effect any assured reduction in mortality. 
Thus, without means of earlier detection of cancer the 
contention is hardly pertinent. 

I am sorry that my writings have given Professor 
Smithers ‘“‘ an uncomfortable feeling’ that I will mis- 
construe or otherwise evade any evidence of progress 
that may come in the future. I do not know the basis 
for his ** horrible imaginings,’’ but let me assure him that 
I will neither misconstrue nor evade any sound evidence. 
As he well knows, however, neither feelings nor opinions 
nor impressions nor beliefs nor even the most favourable 
interpretations of ambiguous data constitute seund 
evidence. 

I have never inferred, much less implied, that all the 
efforts towards earlier diagnosis and better treatment 
have been “entirely a waste of time.’ One has only 
to recall John Brown’s Rab and His Friends to be 
acutely conscious of the progress that has been made 
in the past century. And the fact that breast-cancer 
mortality showed no change coincident with the intro- 
duction and use of effectual chemotherapy for infection 
indicates clearly that the earlier risks of infection in 
treatment had been well met by the surgeons before the 
advent of the sulphonamides and antibiotics, Although 
I am concerned only with evidence and not with what 
anyone, myself included, says or opines, perhaps it is 
fair to say that I have stated repeatedty and I fully 
concur that treatment of all cancer and all pathological 
conditions is fully justified, even when it gives only 
mental or physical relief as in the case of cancers that 
kill by remote metastases (e.g., most breast cancers), or 
definitely postpones death as in the case of cancers that 
kill by local extension before metastases cause trouble 
(e.g., many bowel and pelvic cancers), or gives complete 
cure as in the case of non-metastasising cancers (e.g.,the 
vast majority of skin cancers or wheat are called skin 
cancers). One would surely be queer who did not admit 
and admire the improvements in and the results of treat- 
ment of laryngeal cancers as well as others, including 
breast cancer, but, gratifying as they are, they should 
not lead us to claims beyond our capacity or blind us 
to our present limitations. Even in lethal breast cancer 
there may be, as Sir James Paget pointed out a century 
ago,! an occasional case in which ‘‘ by happy chance ’”’ 
the lesion can be removed before remote spread occurs. 
But the number of such cases, if any, must be too small 
in relation to the whole of breast cancer to make any 
decisive impression on the mortality-rates; no more 
precise measurement of that number is available today. 
And no-one, surely, doubts that a healed lesion is 
infinitely preferable to an ulcerated, infected, sloughing 
mass. I hope this clears up any misconceptions which 
either Professor Smithers’s or my words may have left. 

Reference can now be made to the further consistent 
evidence of the early remote lethal spread from the 
primary cancer, (provided by Williams, Murley, and 
Curwen.2 Different methods of treatment—radical 


1. Quoted by Lane-Claypon, J. 


no. 28, p. 8. 
2. Williams, I. G., Murley, R. 
1953, ii, 787. 


Rep. Minist. Hith, Lond, 1924, 


S., Curwen, M. P. Brit. med. J. 
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mastectomy, simple mastectomy, irradiation, &c.—were 
equally effective, as measured by survival-rates, in spite 
of the fact that regional recurrences were less frequent 
in cases treated by radical mastectomy. The authors 
point out ‘‘ that all methods of treatment may have 
been equally ineffective in prolonging life.” 

Department of Epidemiology and * 


Biometrics, School of Hygiene, 
University of Toronto. N. E. McKinnon. 


SENSITIVITY TO ISOPRENALINE 


Srr,—I think it is worth while placing on record the 
case of a man of 54, with chronic asthma, who has 
become sensitive to isoprenaline. I started him on 
isoprenaline for his asthma in September, 1953, which gave 
him considerable relief. On Nov. 18, however, he sought 
advice because of a persistent sore mouth with redness 
and vesiculation, particularly in the soft palate but 
involving also the whole buccal mucosa. It was estab- 
lished by repeated trial that this was undoubtedly due 
to tablets of isoprenaline sulphate, and he has been free 
from this trouble since stopping the tablets. 

Workington. R. N. R. GRANT. 


TRAINING OF NURSES 


Sir,—I agree with Dr. Findlay (Feb. 6) that there is 
need for radical changes in the nursing syllabus if we are 
to maintain an efficient and effective service in the future. 

Three main types of nursing staff are needed : 

(a) Highly intelligent, academic, and technically minded 
girls who will form the teams for specialist units—e.g., 
thoracic, neurological, and general operating in all types of 
hospitals. 

(b) Equally gifted but more socially minded women for 
ward sisters, suited to become the educators of families and 
patients, and able to coéperate with lay social workers. These 
nurses should become the key workers in every hospital 
and public-health department. 

(c) Semi-skilled attendants forming perhaps 60% of the 
service. It used to be the practice—a wholly sound and sensible 
one, I think—to give these people only the simplest theoretical 
training. Many of them are still giving devoted service, but 
they are a dwindling band ; the truth is we are not replacing 
them, and, with an ageing population and the introduction 
of shorter duty hours, recruits are urgently needed, 


Can it be expected that any one syllabus would do 
for these three groups, any more than one would expect 
an industrial concern to train scientists, engineers, and 
factory hands as one group ? 

At present there are two main curricula: the basic 
general training with s.R.N. qualification ; and the assist- 
ant nurse course with s.£.A.N. status. The final result is 
that the academically minded girls who stay the course 
get into the specialist teams, but far too many of them 
are lost, because valuable specialised training is being 
given to too many people, most of whom are frankly 
bored with it, while the keen ones get side-tracked into 
taking more certificates, just to keep their wits sharpened. 
The second group are being offered many new incentives 
as industrial nurses and social workers, but most of them 
remain to form the solid core of the nursing service. 
The third group should, I think, have the opportunity 
to go straight on to the wards for the first six months of 
their training and then receive very simple instruction 
with a strictly practical bias, lectures and written work 
being reduced to a minimum. 

When I advertise for staff I always get replies from 
trainee assistant nurses; and I always make a point of 
seeing them to find out why they will risk leaving the 
security of a hospital. Invariably, they say they are tired 
of the theoretical side of the work ; and many are the 
wrong type, but have been taken on because they have 
a pair of hands.’ In one hospital near my home, the 
assistant nurse trainees draw just a little over £7 monthly 
after all deductions ; this hospital has a costly training 
scheme, a permanent advertisement in the nursing press, 


and a chronic shortage of staff. Maybe this is an 
exception, but I doubt it. 

This whole question of nursing recruitment, selection, 
and training, is urgent. It would be a help if some simple 
psychological test could be applied to weed out the 
immature and the frankly hysterical, who because of 
their lack of staying power are costly, and who, if they 
do stay the course, do so at tremendous cost to them- 
selves and their patients. As for an overhaul of the whole 
syllabus, it would be interesting to know if Dr. Findlay 
has any definite scheme in mind. Would he have a basic 
training for all nurses, or two schemes with many 
modifications, as at present ? 

Lancashire. 


POLIOMYELITIS IN CHILDREN’S WARDS 


Sir,—Dr. Ferguson (March 27) draws timely attention 
to the ‘‘ increasing awareness of the connection between 
paralytic poliomyelitis and injections of all kinds.’’ The 
interest and concern occasioned by evidence of association 
between immunising injections and paralytic polio- 
myelitis have perhaps lessened the attention which would 
otherwise have been paid to paralysis occurring in 
conjunction with other kinds of injection. 

Dr. Stanley Banks (Feb. 27) inculpates parenteral 
penicillin, and there is reason to believe that other 
injections may be fraught with comparable hazard. In 
1952, an adult woman had facial palsy due to polio- 
myelitis ; a very short time before she became ill, she 
had had dental treatment involving injections on the 
same side. In 1953 Dr. J. K. Grant, medical officer of 
health for Great Yarmouth, informed me of a resident 
from this area, in whom poliomyelitis presented with a 
unilateral palatal palsy, shortly after dental treatment 
involving a maxillary injection on the same side. 

One is compelled to the conclusion that when polio- 
myelitis is prevalent in an area, it may be wise, particu- 
larly in dealing with children, to reserve injections for 
those conditions which are urgent, if there is no acceptable 


MatTRON. 


alternative to the intramuscular route for administering 


the therapeutic agent of choice. 
J. STEVENSON LOGAN 
Medical Officer of Health. 


~ 


Southend-on-Sea. 


PATHOLOGISTS AND PNEUMOCONIOSIS 


Srr,—My letter of March 20 was not meant as a 
personal attack on Dr. Triger, but as a protest against all 
those who, without proof, assume greater accuracy and 
validity for one method of diagnosis than for another. 
Dr. Triger last.week accuses me of the very assumption 
against which I was protesting. I did not claim that 
‘clinical and radiological diagnosis of industrial dust 
disease is more reliable than post-mortem diagnosis,”’ but 
only that the errors and validity of the former have been 
studied and that until pathologists have done the same 
they cannot play the réle of assessors. 

It is interesting that while Professor Browne and 
Dr. Triger agree that the radiograph is a mere ‘‘ shadow,” 
they disagree as to the ‘‘substance”’ of the problem. The 
one (a clinician) holds to disability, the other (a patho- 
logist-clinician) to the post-mortem diagnosis. I certainly 
consider the function of the lungs in life more important 
than their appearance after death. We need to know 
much more about the effects of dust inhalation upon 
pulmonary funetion before we can really assess the 
incidence of ‘‘ pulmonary dust disease ’’—a term that 
may have much wider implications than the present 
legal definition of pneumoconiosis. Meanwhile, we know 
that, in many cases, the ‘“‘ shadow”’ in the radiograph 
today may portend the “substance” of disability 
tomorrow, so it should not be ignored. 

Among many sources of sampling error in post-mortem 
statistics, the most important is the very one that Dr. 
Triger mentions in seeking to deny them! Post-mortem 
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examinations are, as he says, selectively carried out on 
cases where pneumoconiosis is suspected as a cause of 
death. Those in which the suspicion does not arise tend 
to be excluded whether they have pneumoconiosis or not. 


Green, 


urrey. C. M. FLETCHER. 


ORDINARY YOUTHS 


Sir,—To my religious bias revealed by Dr. Malleson 
(Feb. 27) and now my emotional bias discovered by 
Dr. Logan and Miss Goldberg, let me add a third, an 
intellectual bias; for clarity as against obscurity. It 
has been sorely tried by the letter from the last-named 
correspondents in your issue of March 27. Parts of it are 
as incomprehensible to me as were parts of the original 
article. 

But Dr. Logan and Miss Goldberg made it quite clear 
that they accused me of irresponsibility in attributing 
implivations and interpretations to their writing which 
were not true. This is a serious allegation, and one, if 
proved, deserving of the strongest possible censure. 

But what are the facts? On Feb. 13 I commented 
astringently on your leader of Jan. 23, based on the 
article by Dr. Logan and Miss Goldberg. In my letter I 
gave a long quotation from their article: there was not 
the slightest wish or attempt to distort the meaning of the 
extract ; enough only was given (as I thought) to exclude 
any suggestion that I was taking it from its context. 
(What more could the authors want? They already 
had had 1'/, pages in your. leader.) 

In the quotation, all 74 youths under survey had 
indicated their approval of premarital sexual intercourse 
with a ‘‘ steady ”’ girl friend. At the end of my letter, I 
wondered what precisely were the implications of the 
last sentence in the quotation: that ‘‘ there does seem 
to be evidence, however, that these young people were 
reaching towards a freer and less guilt-ridden expression 
of heterosexual relationship, and that this may become 
an important factor in mental health.” 

Since there then followed complete silence on the 
authors’ part, I indicated in my reply to Dr. Malleson on 
March 6 what this sentence meant to me: ‘‘ that there 
was evidence that uninhibited prefMarital sexual inter- 
course would be beneficial to the mental health of young 

ple.”’ 
ig wok AS] however, I had done some literary research ; 
small, but significant. 

I submitted the quotation given in my letter to 12 senior 
members of the staff of this University, including 7 professors ; 
a mixed bag from the faculties of art, medicine, science, and 
divinity (1 only, for religious bias !). Such men are more than 
usually alive to the dangers of quotation out of context, and 
more than usually precise in the use and understanding of 
words. With one exception (and he did not allege the 
quotation was unfair to the context), they all agreed with the 
implication I put on the sentence. In the face of such 
evidence, it is difficult to accept the authors’ excuse for not 
replying to my first letter—that they believed my wrong 
emphasis would be obvious to everyone. 

Before leaving your readers to judge where the 
‘* irresponsibility ’’ in the use of words properly rests, I 


should like to advert to the corollary from this literary’ 


investigation. 

We have it on the authority of Dr. Morris (Feb. 27), 
of the Medical Research Council, that the research on 
these 74 youths was no hurried collection of facts and 
opinions for some ad-hoc purpose ; the report on it was 
41/, years in gestation. If the authors, after such a 
period for reflection and choice of words, on a matter of 
such vital importance to everyone interested in the 
health and education of young people, could be so obscure 
and ambiguous that a group of highly intelligent men 
understood them to mean what they, the authors, now 
so violently repudiate as their intention, what con- 


1. Brit. J. Sociol. Dec. 31, 1953, -p. 323. . 


dietary surveys later made this abundantly clear. 


ceivably was the state of confusion in the minds of the 
74 rising eighteen-year-olds, confronted with questions 
from the same authors, ranging from the virginity of their 
sisters to that of their wives-to-be; and what kind of 
answers and stories could be expected of them? Hans 
Andersen ? 

Most people will learn with relief that Dr. Logan and 
Miss Goldberg repudiate the advocacy of that sexual 
behaviour for the young, which so many of us believed, 
however mistakenly, their article to imply. But the fault 
lay in their obscurity, not in our understanding. 

A. STEWART HENDERSON 


Medical Officer to Student Health Service, 
University of Glasgow. 


Obituary 


ERNEST HENRY MARCUS MILLIGAN 
M.D. Belf., D.P.H. 


Dr. E. H. M. Milligan, for many years medical officer 
of health for Glossop, died on March 22 at the age of 75. 

He was born in Belfast, the son of Seaton Forest 
Milligan, M.R.1.A., and he was educated at the Methodist 
College and at Queen’s College, Belfast. After studying 
law he turned to medicine and graduated as M.B. in the 
old Royal University in 1906. After holding a resident 
appointment at Purdysburn Fever Hospital in Belfast 
he proceeded to his M.D. degree in 1910. The following 
year he took the D.P.H. and became M.O.H. for Long 
Eaton in Derbyshire. In 1917 he was appointed school 
medical officer for Bath, but in 1920 te returned to 
Derbyshire as M.O.H. for Glossop, a post he held with 
distinction for twenty-five years. His chief interest was 
nutrition, and with officers of the Ministry of Health 
and of the Medical Research Council he shared in dietary, 
dental, and clinical surveys, in trials of the nutritive 
values of dried yeast, and in emergency feeding prepara- 
tions. But he also found.time for work of his own, includ- 
ing therapeutic trials with vitamin preparations. In 1946 
he retired but he soon joined the staff of the Ministry 
of Health to conduct nutrition inquiries. For the next 
four years he was happy in this work, and he did not 
spare himself, but was always ready with fresh schemes 
for inquiry and research. Most of his clinical work for 
the Ministry was published in progress reports in the 
Monthly Bulletin.; during the last year or so he made 
extensive surveys of hemoglobin levels in women during 
and after pregnancy. 

H. E. M. writes: ‘I first, met Milligan in 1934 when 
he wrote to the Board of Education for advice about 
the nutrition of the children in his borough. 


“In those days Glossop was a distressful place ; some 60%, 


_of its working population were idle with no prospect of 


employment. In such conditions, complacency or discourage- 
ment might have been excused, but escapism of this sort 
was foreign to his nature. To him the situation was a 
challenge, and he faced it with an enthusiasm which carried 
him beyond his immediate goal into the field of research. 

‘“‘ Probably the official interest in his problems encouraged 
him to launch the nutritional activities which were to remain 
his absorbing interest. The first practical outcome was the 
‘health sandwich ’ in 1934, based on the same principles as 
the Oslo breakfast, which it anticipated by some two years. 
The presumption was that the home diets of the children 
were deficient in constructive and protective nutrients ; 
It was, 
therefore, common sense that the school supplement should 
make good these defects. Later, when school meals were 
introduced Milligan’s logical mind was uneasy because the 
composition of the proposed meals did not conform as closely 
to these principles as his own carefully designed sandwich. 
His protests were not in vain, and the constitution of the 
meals was in due course modified. 

“The classification of children into the four nutritional 
categories recommended by the Board of Education—excel- 
lent, normal, slightly subnormal, and bad—was not good 
enough for Milligan; it savoured too much of the art and 
too little of the science of medicine; there must be some 
objective measurements of physiological efficiency to support 
such assessments, for the nutritional state is a physiological 
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concept. He seized eagerly on the dynamometer as a means 
of providing such data, and later developed his test of endur- 
ance. But his irrepressible enthusiasm would not let it rest 
there. He had to see how these measurements were related 
to a wide variety of anthropometric data, sitting height, 
chest expansion, and so on, and later to the hemoglobin 
and phosphatase of the blood. The masses of data which 
he collected provided him with a rtew field of endeavour in 
mathematics and statistics ; how many of his working hours 
were spent in exploring the many hypotheses conceived by 
his fertile brain, only his family can tell. 

‘‘ Despite eccentricities he drew people towards him and 
suspicion eventually gave way to affection. His fund of 
ideas and schemes of research—all of a practical bent— 
seemed inexhaustible. His reading of medical and scientific 
literature was wide and profitable ; the extent of his knowledge 
of physiology as well as of public health and clinical medicine 
was remarkable. Though frail in physique he was tough. 
He had a perfectly clear vision of his purpose which, I am 
convinced, was to do his utmost for the good of his fellow 
men, particularly those placed in his charge. He was not 
deterred by obstacles and pursued his purpose unselfishly to 
the end of his life. Only a few months before his death he 
wrote several articles to the Manchester papers explaining 
the nutritional significance of the reintroduction of white 
flour. 

‘“He had many literary affiliations; his sister, Alice 
Milligan, who died last year, was the well-known Irish poetess. 
He was an active member of the Irish Literary Society and 
he had written short plays for the radio and some poetry. 
He also had a good knowledge of Gelic literature. Had 
he been able to discipline his bright intelligence he would 
doubtless have risen high in science or medicine, perhaps 
even in literature—but he would have been very different. 
As it is, many friends in England and Ireland will mourn 
@ courageous and determined seeker after truth who was 
tolerant of most things except injustice or hypocrisy.” 


Dr. Milligan was extremely happy in his family life, 
and two years ago he returned from the Midlands to 
Glossop to be near his grandchildren. He leaves a widow 
and three daughters, one of whom is a doctor. 


FRANCIS BRETT YOUNG 
M.B., D.Litt. Birm. 


In some of his best novels Francis Brett Young acted 
as an informed and sympathetic interpreter of his own 
profession. And whatever he wrote about he wrote as a 
doctor. ‘‘ There is nothing in the world,’’ he once said, 
‘‘ which so fits a man of letters to wrestle with the mind 
of man as an intimate acquaintance with his body. 
Literally and figuratively the doctor sees thousands of 
men and women naked: he sees the spring of curious 
motives, he shares strange secrets. A man or woman will 
tell lies or feign emotion to the pastor or lawyer. With the 
physician they know: that only the truth will help them.” 
Brett: Young’s training as a doctor served well his talent 
as a writer, and much of the strength of his work lay in 
his capacity for impartial, shrewd, yet sympathetic 
observation. 

The son and grandson of a doctor, he was born in 1884 
at Halesowen in Worcestershire. From Epsom College 
he went to the University of Birmingham, where he 
graduated as M.B. in 1906. Even before he qualified he 
had decided that he would rather be a writer than a 
doctor, and after a voyage to Japan as ship’s surgeon he 
settled in a country practice in Devon which left him 
leisure to write lyric poetry and settings for the poems of 
A. E. Housman and Robert Bridges. Before this way 
of life was interrupted by war in 1914, he had already 
written three novels. 

With a commission in the R.A.M.C. he served during 
the war as R.M.O. in the Rhodesian Regiment under 
Field-Marshal Smuts, and he has described these years in 

Marching on Tanga. Invalided home with malaria, he 
lived for the next four years at Anacapri, writing steadily. 
The Young Physician, a partly autobiographical novel, 
centred on the Birmingham Medical School, was pub- 
lished in 1918. In 1927 the Portrait of Clare brought him 
the James Tait Black prize and established his reputation. 
Though it is not a description of medical life, in the 
octogenarian Dr. Weir it contains a memorable portrait of 
a country doctor. My Brother Jonathan, perhaps the 
most famous of the medical novels, which appeared in 


1928, was the story of the daily round of a slum practice, 
lacking in glamour but full of humanity. 

For many years, besides his house at Anacapri, Mr. 
Young also had a fruit farm in Pershore, and he con- 
tinued to cherish his associations with country life and 
with the Midlands. But after the late war he settled in 
South Africa, and he died in Cape Town on March 28. 


HAROLD GEORGE WILLIAMS 
M.R.C.S., D.P.H., D.P.M. 


Dr, Harold Williams, a psychiatrist to the London 
County Council, died at his home in Hampstead on 
March 21 at the age of 51. 

He studied as an engineer before qualifying in medi- 
cine from St. Thomas’s Hospital in 1931, and he always 
took great pleasure in the skill of his hands, which he 
showed particularly in his drawing and painting. After 
a period of ill health he decided to leave general practice, 
and, during the war, he took the diplomas of public health 
and psychological medicine. He worked for a time as 
medical director of the child-guidance clinic in Canter- 
bury before he joined the central staff of the L.C.C. 
in 1949 as a whole-time (what he called ‘‘ odd job’’) 
psychiatrist. 

D.P. writes: ‘‘ During these last five years Dr. 
Williams held an unusual position, and he has been an 
important influence in the development of the work of his 
colleagues both medical and lay, and in the changes that 
have taken place in the care of children not only in the 
L.C.C. public-health department but also in the education 
and children’s departments. He was closely concerned with 
the education of maladjusted children, the child-guidance 
service, and the beginnings of preventive mental health 
work, as well as with the care of his child patients. 
It may have taken some time for those who worked with 
him to appreciate the Freudian philosophy that underlay 
his recommendations, but all soon learned to rely on his 
integrity, which he maintained in what were some- 
times difficult conditions.” 

Dr. Williams leaves a widow, Dr. Miriam Williams, 
and a young son. 


Appointments 


R., M.R.C.S., F.F.A. R.C.S., D.A: consultant aneesthetist, 
Bristol clinical area eston-super- -Mare 

McCarTHY, DENIS, M.D. N.U.1., M.R.C.P.1. resident medical superin- 
tendent, St. Kevin’s Institution, Dublin. 

MoLony, CONOR, L.R.C.S.1. : resident medical superintendent, City 
Home and Hospital, Limerick. 

ROWLANDS, IRENE P., F.R.F.P.S., M.R.C.P. 
North Gloucestershire clinical area. 

STanTon, J. B., M.B. Camb., M.R.C.P., D.P.M. : 
Northern General Hospital, Edinburgh. 

VAUTIER, C. K. J., M.B. N.Z., M.R.C.P., D.M.R.D., D.C.H. 
radiologist, Merthyr ‘and Aiverdate H.M.C. 

Watton, H. C. M., M.B. Camb.: consultant pathologist, Swansea. 


East Anglian Regional 
LoPERT, HEATHER J., M.B.: anzsthetic registrar, Peterborough 
Memorial 
SaLMon, J. M., M.B. N.U.1. 
and Low catott chest clinic area. 
WELSH, R. I. H., M.B. Witwatersrand, F.R.C.s. : 
Peterborough Memorial Hospital. 


South Eastern Regional Hospital Board, een 
MacGreGor, T. N., M.D. Edin., F.R.C.S.E., F.R.C.0.G. : consultant 
obstetrician and gynecologist, General Hospital, 
Edinburgh. 
McLeop, H. M.,M.B. Edin., M.R.C.P.E. : asst. tuberculosis physician 
(S.H.M.O.), ‘East Fortune Hospital, North Berwic k. 
TURNBULL, F. W. A., M.B. Edin. +, M.R,C.P.E. tuberculosis 
(S.H.M.0. Royal Victoria group of hospitals, 
idinburgh. 


South Western Board: 

Burrowes, W. L., M.D. Belf., M.R.C.P.1. 
medicine, Roy! United Hospital, Bat 

Cotuins, J. R., M.B. -practitioner Newquay 
and District Hospita 

Doran, H. J., M.B Belt D.L.O. : 
Exeter clinical area. 

Rees, D. I., B.M. Oxfd, D.L..o: general-practitioner anzsthetist, 
Stroud General Hospital, Glos. 


The Hospital for Sick Children, Great Ormond Street. London: 
KIRKMAN, DAPHNE M., M.B. Lond.: house-physician. 
MonTGOMERY, J. resident asst. 

physician. 
PARKINSON, T. J., M.B. St, And., B.SC., M.R.C.P., D.O.H. : 
physician. 
PENRY, B. J., M.R.C.S. : 
SILBERSTEIN, E. P., M.B., B.SC., 
logical and neurosurgical departm 
THOMSON, MarY F., M.B. Glasg. : resident M.O., Tadworth Court 


geriatrician (S.H.M.O.), 
asst. neurologist, 


consultant 


asst. chest physician, Great Yarmouth 
surgical registrar, 


asst. in genera! 


clinical asst. E.N.T. surgery, 


N., M.D. Belf., M.R.C.P., D.C.H. : 


house- 


house- to the neuro- 
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Notes and News 


EHRLICH CENTENARY EXHIBITION 


To mark the centenary of the birth of Paul Ehrlich, 
“ father of chemotherapy,’ the Wellcome Historical Medical 
Museum has prepared an exhibition at the Wellcome Founda- 
tion, Euston Road, London, N.W.1. It was opened on 
March 25 by Sir Henry Dale, o.M., F.R.S., chairman of the 
Wellcome Trustees. Among those at the ceremony were 
Miss Martha Marquardt, Ehrlich’s secretary from 1902 to 
1915, and Dr. E. Ashworth Underwood, director of the 
Wellcome Historical Medical Museum. Mr. M. W. Perrin, 
chairman of the Wellcome Foundation, presided. 

Sir Henry announced that the Wellcome Trustees had 
agreed to publish a collected edition of Ehrlich’s works ; 
and it is hoped that this will appear later in the year. It 
will contain all his published and a large number of his 
unpublished papers, each being reproduced in the original 
language (thus, Ehrlich’s Harben lectures will be in English). 
They have been collected by Sir Henry, Miss Marquardt, and 
Dr. Himmelweit. Sir Henry told how some of the exhibits 
had been rescued from Ehrlich’s ruined institute at Frankfurt 
after the war, and how others were in a chest of documents 
which his widow had taken with her when she was driven 
out of Germany. Now, with the help of his grandsons, 
these papers had been made available to the Wellcome 
Museum on indefinite loan. Sir Henry suggested that the 
future would com: to regard Ehrlich’s contributions in medical 
treatment as ranking with those of Lister in surgery, though 
Ehrlich was at heart an inorganic chemist and a biochemist. 

Sir Howard Florey, F.R.s., contrasted the orderly methods 
of Ehrlich with what he described as the hit-or-miss-waiting- 
for-something-to-turn-up approach which was prevalent in 
the search for new remedies in chemotherapy today. 

The exhibition includes photographs of Ehrlich at work in 
his study: ‘‘in spite of the apparent chaos Ehrlich could 
find any paper that was required,” the caption says. Beside 
two yellow cards or “ blocks”’ containing instructions by 
Ehrlich, the comment is: “ The writing and brief note form 
frequently gave the assistants some difficulty in interpreting 
the instructions.”” Examples of the work of those associated 
with him include a paper in THE Lancer in 1907 by Prof. 
Carl Browning, F.R.S., entitled Experimental Chemotherapy 
on Trypanosomes Infections: it was Ehrlich who coined the 
term “chemotherapy.” Around the diploma of the Nobel 
prize awarded to Ehrlich in 1908 for his York on immunology 
are grouped some of the other honours that he won. Admis- 
sion to the exhibition is free. 


ALMONERS AT DINNER 


By the end of last year the Institute of Almoners had a 
subseribing membership of 1579, including 1174 in active 
work ; and the annual meeting held in London last Saturday 
was again impressive. Prof. A. L. Banks, F.R.c.p., of Cam- 
bridge, gave the principal address, entitled Clients and 
Patients. 

At the annual dinner Miss Enid Warren presided and the 
toast of The Institute was proposed by Sir Arthur Howard, 
chairman of the board of governors of St. Thomas’s Hospital. 
In these days, he said, when so many fine titles, such as 
edile, manciple, and seneschal, have disappeared, it was 
encouraging that that of almoner persists. A working 
definition of it would be ‘ one who with sympathy and skill 
does good by stealth”; and Sir Arthur emphasised the 
necessity for both sympathy and (with strong support from 
Florence Nightingale) skill. The power of doctors and nurses 
to help their patients had been immensely increased by the 
work of almoners in relieving those patients’ anxieties both 
before they came into hospital and after they left it. 
St. Thomas’s, where “ almoners’’ had been appointed in 
1557 to look after the day-to-day affairs of the hospital, the 
proposal some fifty years ago to have a lady almoner caused 
no small perturbation, and the post was projected as that of 
“lady inquiry officer.” Nevertheless Miss Annie Cummins 


‘ was appointed lady almoner in 1905: and, though she always 


wore a hat (to show that she did not regard her status as 
permanent), she started a great tradition, directly inherited 
and enhanced by Miss Morris. Responding, Miss E. C. 
Morris looked back over forty years but found the present 
more exciting. The main problem was numbers, for ‘“ matri- 
mony winnows our ranks’’; but the profession was now 
recruiting men. (Not that this was new: she recalled, in the 


At 


old days, a little bearded gentleman—an assiduous attender 
of committees—who was always known as “ the lady almoner 
of the Metropolitan.”) Miss Morris rejoiced in the two-way 
traffic between the United States and the United Kingdom, 
and in the splendid profession that has grown up in Australia. 
As for the effects of praise on herself and her colleagues, she 
recalled the remark of Mr. Adlai Stevenson when a friend 
said: ‘‘ Will all these things go to your head ? Will you be a 
less good person?” ‘No, it’s quite all right,’ said Mr. 
Stevenson, provided one doesn’t inhale.” 

After Miss M. J. Roxburgh had dealt with The Guests 
informatively but gaily, Dr. Albertine Winner described 
almoners as professional colleagues in the highest sense of the 
word: “It she said, your professionalism that endears 
you to all of us.”” If she were to choose one epithet for the 
profession it would be a grown-uwp—and she could think of 
no higher compliment. Moreover she was proud that the 
calling of almoner was almost entirely the creation of women, 
and she hoped that when men enter it (bringing their own 
intellectual contribution) they will not destroy the feminine 
touch—the feeling of understanding and tolerance of what 
is essentially a maternal profession. 


SEX AND SOCIETY 


Tue April issue of the Practitioner } contains a symposium 
on Sex and its Problems. The first article, by the Bishop of 
Rochester, gives a clear summary of the attitude of the 
church to sexual life, marriage, promiscuity, divorce, contra- 
ception, artificial insemination, and homosexuality. **Four 
articles are devoted to homosexuality. The first, by Dr. C. G. 
Learoyd, sorely lacks objectivity; the medical aspect is 
well dealt with by Dr. W. Lindesay Neustatter, endocrinology 
by Dr. G. I. M. Swyer, and the criminal law by Mr. John 
Maude, Q.c. Dr. Joan Malleson describes the sexual problems 
of the woman in early marriage who suffers coital discomfort, 
and gives advice on simple treatment. Dr. David Stafford- 
Clark discusses the etiology and treatment of impotence 
in a paper which should enable the practitioners to help 
many of these patients. Other articles are devoted to 
prostitution, the celibate male, premarital chastity, and 
sex problems at adolescence, in the unmarried women, at 
the climacteric, and in old age. The article on sex problems 
in the Services is rather sketchy; the question of the 
immaturity of the National Serviceman is hardly touched 
on, though surely this is the point about which the doctor 
is likely to be approached by: anxious parents. The concluding 
article, on criminal aspects of sexual abnormalities, written 
by the Chief Constable of Nottingham, offers little but 
punishment. 


A PHYSIOLOGIST HONOURED 


Prof. Alexander Lipschutz is known for his early dis- 
coveries in the field of endocrinology. Outstanding among 
these were the conditions for successful gonadal grafting ; 
the reactions of an ovarian fragment after removal of the rest 
of the ovarian tissue from the body, which led him to formu- 
late the “law of follicular constancy”; the disturbance of 
quantitative relations between pituitary and ovary when a 
fragment of the ovary remained, resulting in failure of the 
fragment to check hypophyseal function ; and much fruitful 
work with his associates on the tumorigenic and opposing 
actions of certain steroid hormones.? Associates and friends 
from all over the world have contributed to honour the 
occasion of Professor Lipschutz’s 70th birthday in Acta 
Physiologica Latino-Americana.* 

In his introduction to the dedicatory issue of this journal, 
Prof. B. A. Houssay, for. mem. R.s., refers briefly to the life 
and work of Professor Lipschutz in Europe and America. 
Of the thirty-one papers in three languages several confirm 
and extend Professor Lipschutz’s own observations. Prof. 
8. Zuckerman, F.R.s., reports experiments which conform 
with a main presupposition of the law of follicular constancy, 
in so far as they indicate that odgenesis ceases before puberty 
in the rat, rabbit, and monkey. He reminds us, too, that as 
long ago as 1929 and 1930 Professor Lipschutz found that 
desiccated ovarian tissue that had lost 50% of its original 
weight would still “take”? when grafted. No “ takes” 
were obtained from this tissue when kept at 0°C. A. S. 


1. Published at 5, Bentinck Street, London W.1. 7s. 6d. 
2. a A. Steroid Hormones and Tumours. Baltimore, 
950, 


3. Acta physiol. Latino- Amer. 1953, 3, 49. 
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Parkes, F.R.S., summarises some of his own and his colleagues’ 
experiments on the conservation of gonadal tissue for trans- 
plantation, thus drawing attention to the remarkable property 
of glycerol in protecting living cells against the effect of 
low temperature. Nakahara‘ may have been the first to 
make use of this preservative property of glycerol for dried 
and frozen mammalian cells. 

Among many other unrglated but no less interesting 
subjects, there is a delightful shistorical research by G. W. 
Corner into the discovery of smooth muscle, and an elegant 
demonstration by W. Buno of the direct action of cortisone 
in degranulating mast-cells. 


University of London 

The title of professor of cytogenetics has been conferred on 
Mr. P. C. Koller, p.sc., in respect of the post held by him 
at the Institute of Cancer Research, Royal Cancer Hospital. 


University of Manchester 
At recent examinations the following were successful : 
D.P.M. (part 11).—D. L. Fox, Kenneth Rawnsley. 


University of Sheffield 

The bequests, of about £50,000, made to the university by 
Sir George Franklin, pro-chancellor from 1905 to 1916, and 
by Miss Daisy Franklin are to be used to endow a full-time 
chair of medicine to be known as the Sir George Franklin 
chair. 


Royal College of Obstetricians and Gynecologists 

At a meeting of the council held on March 27, with Mr. 
A. A. Gemmell, the president, in the chair, Edward Solomons 
was admitted to the fellowship. 


Association of Surgeons of Great Britain and Ireland 

This association is holding its annual meeting in Leeds 
from May 13 to 15. Prof. Alfred Blalock (Johns Hopkins 
Hospital, Baltimore) will deliver the Moynihan lecture on the 
Expanding Scope of Cardiovascular Surgery. The programme 
also includes discussions on Hiatus Hernia; Ulcerative 
Colitis ; Exophthalmos ; and Duodenal Diverticula. 


Nutrition Society 

On Saturday, May 8, at 11 a.M., in the department of bio- 
chemistry of the University of Glasgow, the Scottish group 
of this society is to hold a symposium on Nutrition and the 
Liver. Prof. J. N. Davidson Bae be in the chair, and the 
speakers will include Dr. H. N. Munro, Dr. J. M. Naftalin, 
Dr. E. Kodicek, Dr. J. tatty and Dr. A. L. Latner. 
Further particulars may be had from the secretary of the 
group, Rowett Research Institute, Bucksburn, Aberdeenshire. 


Study Leave 

Regional hospital boards and boards of governors have 
hitherto been allocated each year fixed sums to provide 
study leave for their staffs. ‘The Minister of Health has 
reconsidered this arrangement and has decided that in future 
no annual maxima are to be laid down (HM[54]28). He 
proposes to review the arrangement after two years, and asks 
that meanwhile boards record the sums authorised. 


Southend-on-Sea Hospital 

Sir Francis Walshe, F.R.s., will deliver the first Sydney 
Body lecture on Wednesday, April 14, at the General Hospital, 
Rochford, at 8 p.m. He will speak on the Changing and the 
Unchanging Face of Medicine. After the lecture the first 
Sydney Body gold medal will be presented to Dr. William 
Evans for his work in cardiology. 


British Council for Rehabilitation 

The council is holding a residential course from April 12 
to 14, in Liverpool, with the help of the extramural depart- 
ment of the University of Liverpool, on the Disabled—their 
Capacity for Work. The programme will include discussions 
on the Gastric Problem (speakers, Prof. C. F. W. Illingworth 
and Dr. J. N. Macdonald) ; Rehabilitation of Chest Conditions 
(Dr. A. Thelwall Jones and Dr. Peter Edwards); and the 
Cutaneously and ae ae Disabled Worker (Dr. F. 
Glyn-Hughes and Mr, H. G. Almond). Further particulars 
may be had from the secretary of the council, Tavistock 
House (South), Tavistock Square, London, W.C.1. 


4. Nakahara, W. Gann, 1926, 20, 13. 


Institution of Sanitary Engineers 

On Tuesday, April 6, at 6 p.m., at Caxton Hall, Westminster, 
Dr. R. F. Guymer will address this institution on the Réles 
of the Doctor and the Engineer in Public Health. 


Design of Animal Houses 

The Laboratory Animals Bureau will hold a symposium on 
this subject at 1, Wimpole Street, London, W.1, at 10.45 a.m., 
on Thursday, May 6, under the chairmanship of Dr. H. J. 
Parish. 


National Society of Children’s Nurseries 

This society is holding a conference on May 8 at County 
Hall, Westminster, London, 8.E.1, on the Needs of the Family 
in a Changing Society. Further particulars may be had from 
the secretary of the society, 45, Russell Square, W.C.1 


Hospital Laundries 

Mr. 8. J. Whitaker has been appointed as a laundry engineer 
to the staff of the Ministry of Health, to advise on the efficiency, 
economical operation, and design of laundries and laundry 
plant in hospitals. He will also advise hospital authorities 
which may be considering reorganisation of their laundry 
services. 


Dr. Ludwig Guttmann has left London for Pakistan, where he is 
to advise the government on a rehabilitation programme for disabled 
ex-Servicemen. 


‘Diary of t the Week 


APRIL 4 TO 10 
Monday, 5th 


—, OF NEUROLOGY, The National Hospital, Queen Square, 
5 P.M. Dr. Bronson Crothers (U.S.A.): Extrapyramidal Dis- 
orders Due to Erythroblastosis. 


Tuesday, 6th 


ROYAL COLLEGE OF ee Pall Mall East, 8.W.1 
5 p.M. Prof. D. Dunlop: Complications of Diabetes. (First 
of two et ian lectures.) 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
8p.mM. Section of Pathology. Dr. P. A. Gorer, Mr. R. E. Billingham, 
D.PHIL., Mr. W. J. Dempster, Prof. P. B. Medawar, F.R.S. : 
Immunologica! Problems of Tissue Grafting. 


Wednesday, 7th 


ROYAL Society OF MEDICINE 
5 P.M. Section of History of Medicine. —: 
Sir Michael Foster. Sir Arthur hn 
Burdon Sanderson. 

8 p.m. Section of Surgery. Prof. Ian Aird, Dr. T. Counihan, 
-rof. W. J. Hamilton, Mr. Norman Veall: Surgery cf 
Conjoined Twins. 

MANCHESTER SOCIETY 

4.30 P.M. (Medical School, University of Manchester.) Section a 
Medicine. Dr. W. Brockbank : Treatment of Asthma wit 
Cortisone. 

YORKSHIRE SOCIETY OF AN-®STHETISTS 

8 p.m. (General Infirmary, Leeds.) Prof. R. R. Macintosh : 

Experiences Abroad. 


Thursday, 8th 


ROYAL COLLEGE OF PHYSICIANS 
5 p.M. Professor Dunlop: Complications of Diabetes. (Second 
of two Lumleian lectures.) 
ALFRED ADLER MEDICAL SOCIETY 
8 P.M. (11, Chandos Street, W.1.) Prof. W. C. W. Nixon, 
Mr. Norman Morris : Psychosomatic Reactions in Obstetrics 
and Gynecology. 
MEDICAL SOCIETY FOR THE CARE OF THE ELDERLY 
10 a.M. (Queen’s Hospital, Croydon, Surrey.) Dr. A. D. 


isease. 
2p.m. Dr. Trevor Howell: Problems of a Geriatric Unit. 
SURREY INTER-HOSPITAL PSYCHIATRIC ASSOCIATION 
7.30 P.M. (Long Grove Hospital, Epsom, 
Adderley: Cardiazol Treatment. B. 
of Psychiatric Cases. 
ASSOCIATION OF CLINICAL PATHOLOGISTS 
3 PM. a Swan Hotel, Harrogate.) Opening of three-day 
meeting. 


Friday, 9th 


ROYAL SocreTy OF MEDICINE 
8.30 P.M. Dr. M. G. Candau: R6le of W.H.O. in International 
Health Work. 
BIOCHEMICAL SOCIETY 
lla.mM. (Department of Biochemistry, University New Buildings, 
Edinburgh.) Scientific papers. 


Saturday, 10th 


SoutH East METROPOLITAN REGIONAL TUBERCULOSIS SOCIETY 
10.30 a.m. (County Hall, Maidstone, Kent.) Dr. E. R. Jones, 
Dr. Lynne id: In Circulation and Out. 


day 
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Elastoplast 
Bandaging 
Technique 


In the treatment of 
varicose conditions . . . 
careful bandaging is essential 
in order to achieve 

the best results. 


Vertical strips—enclosure 
of heel—even overlapping— 

no creases—firm 
and even pressure, are 
some of the important 


points in technique. 


Elastoplast 


POROUS ADHESIVE BANDAGES 


The adhesive mass of Elastoplast is now rendered porous by a special 
process. The bandage with the Porous Adhesive has all the ad- 
vantages associated with Elastoplast — firm adhesion, compression 
and support — while permitting free evaporation of sweat. The 
price is unchanged. When prescribing Elastoplast, add ‘* Porous 
Adhesive ” to your script. Full details from Smith & Nephew Ltd., 
Welwyn Garden City, Herts., the marketing organisation of T. J. 
Smith & Nephew Ltd., Hull. 

OUTSIDE THE BRITISH COMMONWEALTH ELASTOPLAST IS KNOWN AS TENSOPLAST 
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MOUSSA 


Moussec is a perfect natural sparkling stimulant 


for cases of mental depression, debility and 


general apathy. 


selected grapes by the entirely natural process of 


double fermentation and free from fortification by 


MOUSSEC 


LTto 


When they’re convalescing 


little 


Produced only from specially 


any form of spirit it is purity and goodness itself. 


THE BABY BOTTLE (ONE-GLASS SIZE) 


is both adequate and economical. 


Baby Moussec 


its freshest, most sparkling form. 


RICKMANSWORTH 


It ensures that 


the patient gets the benefit of Moussec always in 


is obtainable from all Wine 
Merchants and Licensed Grocers at 2/3. There 
are also larger sizes at 4/4, 9/9 and 18/6. 
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records with the 


OSSO 


ELECTRO-CARDIOGRAPH 


MODEL 


The most convenient aid in the 
diagnosis of cardiac conditions, 
the Cossor Electro-Cardiograph gives 
a direct visible and permanent record on 
special sensitized paper, without the complication 
and delay of photographic development. The calibrated 
recording paper is supplied in rolls of 150 ft., allowing 
a continuous run of up to 30 minutes. The instrument 
is supplied with a Switch Attachment Model 1351 for 
the selection of Augmented Unipolar Leads. The com- 
pact alloy case is of stove-enamel finish with» neat zip- 
fastening showerproof cover. For use on A.C. mains 
100/125 and 200/250 volts (50 cycles) or a suitably filtered D.C. rotary converter. A special sprung 
Trolley Model 1350, finished to match the cream enamel of the instrument, is available for hospital use. 
Demonstrations can be arranged on request. 


A. C. COSSOR LTD.. INSTRUMENT DIVISION, DEPT. NO. 17, HIGHBURY, LONDON, N.5 
Telephone: CANonbury 1234 (33 lines) Telegrams: Cossor, Norphone, London Cables: Cosser, London 
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Patients 


Many of your patients are people 
who have been conditioned all their 
lives to associate the smell of anti- 
septics and medication with pain. 
When they are in the presence of 
“hospital smells,” they grow tense 
and nervous, hyper-sensitive to their 
symptoms and worries. 

Such sensitivity is not only dis- 
tressing to the patient; it is fre- 
quently irritating to the nursing staff. 
Even more disturbing to staff and 
patients alike are the malodours 
associated with certain conditions 
and their treatment—incontinent 
patients, suppurating wounds. 

Fortunately, the odours that are 
associated with hospitals and nurs- 
ing homes can be easily and eco- 


Ai r-w i Cc k —THE EFFICIENT ODOUR-COUNTERACTANT 


nomically abolished with Air-wick. 

Physiologists have recorded that 
when certain pairs of odours are 
together present in appropriate re- 
lative concentrations, bothare dimin- 
ished. Developed by scientists as an 
application of this phenomenon, 
Air-wick contains a large number 
of compounds, scientifically sel- 
ected to achieve its results. 

Air-wick is non-toxic and non- 
inflammable. Air-wick in bottle 
form can be used in small sickrooms 
withexcellent results, while for larger 
wards a special Air-wick fan unit 
has been developed. For sudden, 
local concentrations of odour, 
Air-wick mist, recently perfected, 
has had a marked success. 


are people 


For the greater comfort and hap- 
piness of your staff and patients, we 
confidently suggest the regular use 
of Air-wick. Full particulars of the 
cost, installation and most efficient 
way to use Air-wick may be had 
on application. 


THE HOSPITAL 
SERVICE 
DEPARTMENT 


Airwick Ltd. 
SLOUGH, BUCKS 
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In your 
hands... 


. .. the skill to diagnose, to 
prescribe, to treat, to bring 
your patients back to full 
and vigorous health. In your 7 | 
hands . . . the opportunity to 
advise on the small but all- 
important matters of hygiene that # 
help to ward off infection and sickness & 
in the home; the way, for instance, to 
ensure scrupulous personal cleanliness. 
In this you know you can safely 
recommend Wright’s Coal Tar Soap - 
the soap of unsurpassed purity, endowed 
with the remarkable antiseptic, antipruritic properties 
of Wright’s Liquor Carbonis Detergens. For doctors 
and nurses all over the world use it, both in the treat- 
ment of skin diseases and as a personal safeguard. 
And do you not use it yourself ? 


* 
| WRIGHT'S COAL TAR SOAP 
the Royal Institute 


of Public Health 


| Meare Ideal for Toilet, Bath and Nursery 


8 
eos 


PARENAMPS, total liver for injection. 
PROTEOLYSED LIVER (‘Pabyrn') for 
oral use. 


HOG’S STOMACH 
Antinemin granules; Antinemin liquor. 


VITAMIN B.,, 
COBALIN ampoules, 10, 20, 50, 100, 
1,000 micrograms. 
COBALIN insufflations, 100 micrograms. 


Clinical samples and literature on request. . 
PAINES & BYRNE LTD., Pabyrn Laboratories, Greenford, Middlesex 


¢ 
6 0 6 
ee * 


ee 
e eee ee 
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t preparations for the 
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ee ate 
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STANDARD MODEL 
for use in the Home 


Perfect Dial Control 
of mixture for- 
Analgesia ¢ Anaesthesia. 
for use by the Doctor 
in cases of Maternity 
or Minor Surgery 


from 


SURGICAL HOUSES 


Haworth Keighley Yorks 


Foremost among 


the tonic restoratives 


A special formulation, its delicate flavour rendering 
it acceptable to the most fastidious palate and 
representing Vitamin B,, Lig. Extract of Malt, 
the Glycerophosphates of Iron, Magnesium and 
Potassium, and Pepsin, together with Strychnine 
Hydrochloride 1/200 grain in each fluid drachm. 

It is indicated in devitalized conditions as it improves 
appetite and increases mental and physical activity. 


Available in 4-0z.; 8-0z.; 16-0z.; 40-0z. and 


FERRIS & CO LTD 


BRISTOL 
Teléphone 21381 Telegrams FERRIS BRISTOL. 


a peaceful 
night Doctor 


A patient on an Intalok 
mattress can relax com- 
pletely. With this unique 
spring system great com- 
fort is combined with 
correct support. Intalok 
springs are much finer than those usually used in 
mattresses—giving a softer ‘local’ resilience. Yet, 
because there are hundreds of them, interlinked 
spring into spring, the overall support is even and firm. 
The complete rest Intalok brings makes a real con- 
tribution to the patient’s recovery. 

Here are other good reasons why 4 Intalok mattresses can be 


Intalok is the ideal hospital made to special thicknesses or 
mattress : sizes, or In segments to suit 


1. All metal parts are rustless— special cases. 

can be sterilized repeatedly. 
: A 5 Existing hair mattresses can 

2 The spring centre gains by be converted to Intalok. This 

repeated stoving. cuts costs. 

3 The special Intalok spring 

system makes the noe ng un- 6 Every Intalok springing unit 

usually lightand easytohandle. is guaranteed for ten years. 


Write for illustrated leaflet and prices. 


THE HOSPITAL MATTRESS 
Intalok Ltd., Caldwell Road, Nuneaton 


INTALOK IS A PRODUCT OF THE SLUMBERLAND GROUP 


FOR TRILENE, | 
ha 
“10-0 extra 
| 
CYPRANEMTD 
| 80-0z. bottles 
34 


THE Lancer] THE LANCET GENERAL ADVERTISER [Aprit 3, 1954 
NUTRITION 
in Health 
Sickness 
Convalescence 


Renowned © for its stability, 

absolute purity and con- 

; sistent reliability, ETHYL 

CHLORIDE—DUNCAN has, 

ST. IVEL (Lactic) CHEESE sa iood like the Company’s other anés- 

and a thetics, made the name Duncan, 

| Flockhart & Co. Ltd. famous 

prophylactic among anaesthetists throughout 
the world. 


r The viable culture of Lactobacilli helps to restore and 
maintain a healthy intestinal flora and the endogenous 
B-group vitamins. 


should be addressed to The Director, DUNCAN, FLOCKHART «CO. LTD, 


Central Laboratory, Aplin & Barrett Ltd., Yeovil, Somerset. EDINBURGH LONDON 


in 
ed 
m. x A milk modification specifically designed to meet the nutritional needs of the normal infant 
_ Humanised Trufood is not just a dried milk: it is a modification of cows’ milk 
specifically designed to meet the needs of the normal infant from birth. 
be The fat content compares favourably with that of “Full Cream” dried milk powders, 
Sol Moreover, as Trufood is dried by the spray process 
d the fat is kept in a fine, well-diffused emulsion, thus ensuring greater solubility. 
a Full information about Humanised Trufood and of the six other 
This Trufood milks for infants will be supplied on request to 
i Trufood Limited, Green Bank, London, E.1. 
unit You will find that when you have to feed an infant artificially 
° E there is a better Trufood milk available whatever your requirement may be. 
The Trufood Creameries and Laboratories are at Wrenbury in Cheshire 


; 

& 
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STEADY AS SHE GOES! 


(WITH STABILISERS OF COURSE) 
Malaga 


Cadiz 


Istanbul 


® Corfu 


etc, 


TRY A 0 CRUISE THIS YEAR 
Far further particulars enquire : 
14-16 COCKSPUR STREET, S.W.i Telephone : WHicehall 4444 
122 LEADENHALL STREET, E.C.3 @ Telephone: AVEnue 8000 


OR YOUR LOCAL TRAVEL AGENT 


DOCTORS 

IDEAL RUNABOUT 
under 14° a mile... 
Including Tax & Insurance 


ETITE 


60-70 miles per 
The popular DOCTOR’S RUNABOUT, gallon 
making your visits quickly and comfortably €5 TAX 


at half the cost of running your large car. Easy 
and safe to drive under all conditions, nimble oe Rene 
in the traffic, takes little parking space and the Price 

smart modern lines look right everywhere you F 
go. Ind dent suspension, hydraulic brakes, £255 

12 volt starting and lights, 3 forward and } 

reverse gears. Ask your local agent for a plus £53 13 9 P.T, 


demonstration or write. 


A.C. CARS LTD., THAMES DITTON, SURREY 


RADIOGRAPHY IN HOT CLIMATES 


probleme 
with 


PHILIPS 


REFRIGERATED 
PROCESSING UNIT 


 @ Thermostatically controlled — fully automatic 
in action. 


@ Will cool 20 galls. of water per hour — from 


105°F. to 65°F. 
© Film capacity — 60 hour. 
e Films always washed in cooled water. 
e Separate Tank and Cooler. 
outside dark room. 


. Cooler can be installed 


© Heater incorporated for use in low 
ambient temperatures. 


All insulation material insect-proof. 


© Complete and easy access for inspection. 


ENABLES GOOD RADIOGRAPHY TO YIELD CONSISTENTLY GOOD RADIOGRAPHS 
Users commend its performance and reliability 


SEND POSTCARD FOR FULL INFORMATION 


PHILIPS ELECTRICAL 


LIMITED 


M-RAY DEPARTMENT CENTURY HOUSE 
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NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trustworthiness of THE ORIGINAL 
PRODUCT. Standard works on cardiology and current medical literature contain numerous references te 
the unfailing reliability and constant activity of NATIVELLE’S DIGITALINE, Literature and samples 
will gladly be forwarded on request. 

Supplied ;in the following forms: TABLETS (Pink) 0-1 mg. (1/600 gr.). TABLETS (White) 0:25 mg. (1/240 gpr.). 
AMPOULES for intramuscular and intravenous injection 0-2 mg. (1/300 gr.). 


OUABAINE ARNAUD 


May be relied on for constant therapeutic effect whenever Strophanthus preparations are indicated. 
International Standard of Ouabaine kept in National Institute for Medical Research, London. 

Supplied in the following forms: TABLETS 2-5 mg. (1/24 gr.) AMPOULES 0-5 mg. (1/120 gr.) for intramuscular injection. 
AMPOULES 0-25 mg. (1/240 gr.) for intravenous injection. 


Samples and literature on request. 
WILCOX JOZEAU & CO., LTD. 
14-77, WHITE LION STREET, LONDON, N.1, and at 19, TEMPLE BAR, DUBLIN 


Spa Treatment 
may also help your patient > gt 


“Heal diseases Nature’s way” 
wise Hippocrates used to say 


and this principle still holds ipl 
The Spas of Germany 


where century-old experience and exact science are combined 
for the cure of disease and the preservation of health. 


For full information and free booklets, please write to: 


German Tourist Information Bureau, 6 Vigo Street, Regent Street, London, W.1 
or Deutscher Baderverband, Lotharstrasse 19, Bonn/Germany. 


The “CHIRON” 
HYGIENIC DISPOSABLE BAGS 


(Pat. applied for 287887/5!) 
LIGHT NO ODOUR 
SAVE DRESSINGS 


40/- 


per cent per annum 
COMPOUND 


is the reversionary bonus declared for the * 
five years 1949-53 by the Scottish Widows’ For: 
Fund—a striking addition to the ‘Unique ILEOSTOMY 
Record’. 
For particulars of how you may become COLOSTOMY 
a member of this vigorous profit-sharing CYSTOTOMY 
Society write to 
TRANS- 
PLANTATION 


OF URETERS 


ETC. 


SCOTTISH WIDOWS’ 
FUND 


Head Office: 9 St. Andrew Square, Edinburgh 2 
London Offices : 
28 Cornhill, E.C.3 17 Waterloo Place, S.W.1 


Also replaces Rubber 
Koenig-Rutzen Bag 


ASK FOR CIRCULAR 
DOWN BROS. and MAYER & PHELPS LTD. 
Surgical Instrument Makers 
32-34, New Cavendish Street, London, W.! 
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SINGLE VACCINATION TUBES - - 


JENNER INSTITUTE siyecrinated VACCINE LYMPH 


PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS (BRITISH PRODUCT) 


Telephone: 12/- dozen. Postage extra Telegrams: 
BATTERSEA 1347 LARGE TUBES (EXPORT only) sufficient for 5 vaccinations, 20/- dozen 


JENNER INSTITUTE FOR CALF LYMPH LTD., 73, Battersea Church Road, S.W.11 


LONDON” (2 words) 


JENVACTER, SOUPHONE, 


Second-hand Books 


MEDICINE, SURGERY AND ALLIED 
SUBJECTS 


STANDARD WORKS : SETS OF MEDICAL 
JOURNALS, OLD AND RARE MEDICAL BOOKS 
LARGE OR SMALL COLLECTIONS ‘BOUGHT 


TWO STANDARD TEXT BOOKS 
By Dr. B. N. GHOSH, M.B.E., F.R.F.P.S. (Glas.), F.R.S. (Edin.) 
Price, Rs. 20 or 30s. 

New Nineteenth Edition. 1952. Pp. 875. 
PHARMACOLOGY, MATERIA MEDICA, AND THERAPEUTICS 


Revised and largely rewritten cometne to British Pharmacopceia 


Thirteenth Edition. 1953. Price, Rs. 17.8 or 25s. 6d. 


A TREATISE ON HYGIENE AND PUBLIC HEALTH 
With Special Reference to the Tropics 


Revised and largely rewritten with an article on Dietetic Disease, 
by Sir John Megaw, a monograph on Leprosy, by Dr R. C. 


H. K. LEWIS & Co. Ltd. Cockrane, and a chapter on Seciel Medicine, by J. 8. Grant. 


LONDON : 136, GOWER STREET, W.C.I 
Telephone : EUSton 4282 (7 lines) Established 1844 


London Agents: Messrs. Simpkin Marshall Ltd. 
CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 A U F E U ! 


OU EST VOTRE 


NU-SWIFT ? 


Serving mankind in more than 50 
countries, Nu-Swift are the World’s 
fastest and most reliable Fire 
Extinguishers, 
NU-SWIFT LTD ELLAND YORKS 


A Private Home for the Treatment and Care of Mental and 
Nervous Illnesses in both Sexes. 

A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 

i chotherapy, mnarco-an insuli: 

—- tional Sereny, E. .T., etc. Fees from 12 guineas a week. 

DOUGLAS MACAULAY, M.D, D.P.M, 


occupati 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 
of treatment carried out. A dation for Alcoholics and Addicts 


In Every Ship of the Royal Navy 
available. Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 


PRESIDENT: THE Ricut Hon, Tate EARL OF DERBY, M.C. 
MepIcaL SUPERINTENDENT: W. V. WADSWORTH, B.Sc., M.B., M.R.C.P., D.P.M. 


This Hospital receives all types of patients who are suffering from psychological and senile illnesses. It has recently been 
extensively re-decorated and central heating has been installed throughout, making it one of the most luxuriously appointed hospitals 
in the country. Private rooms, with special nurses, can be provided. All patients receive very careful and thorough clinical and 
pce investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 

reatment is employed in suitable cases. 


Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, etc. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as possible. 


The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don is the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 


For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 


Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift to all floors 
Inclusive charges Telephone: Ruthin 66 


Apply SEcRETARY 
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ST. ANDREW’S HOSPITAL 


NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 


MEDICAL SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


Hospital is situated in 130 acres of ages and pleasure junds. Seer patients, who are suffering from 
atients, and certified pationts 


This Registered 
incipient mental disorders or who wi: 


rooms with s 
can be provided. 


This is a 


tion Hospital in detached grounds with a separate entrance, to which patients can be admitted. 
with all the appara‘ 


WANTAGE HOUSE 


gro 
sh to prevent recurrent attacks of mental trouble ; 
of both sexes are received for treatment. Careful clinical, bioche 


bacteriological, a ap 
nurses, male or female, in the Hospital or in one of in the 


numerous villas 


ogical examinations. 


FOR NERVOUS AND 
MENTAL DISORDERS 


Private 
grounds of the various branehes 


It is equipped 


us for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 


tment is available for suitable cases. 
Turkish and Russian baths, the prolonged immersion bath, Vi ‘* 
ete. There is a“ Operating Theatre, a Dental Surgery, an -ray Room, an Ultraviolet Apparatus, 
Diatherm High-frequency treatment. 


y_and 


Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


It also contains Laboratories for biochemical, bacteriological, 


It contains spect departments for hydrotherapy 4 various methods, including 
Dowebe, Scotch Douche, Electrical baths, Plombiéres treatment, 
and a Department for 


and pathological 


ytd miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 


eat, fruit, and vegetables are —_ 


herapy is a feature of this branch, 


The seaside house 


orth Wales. On the North-West side of the 


@cenery in 


fs trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts 
ceurts), croquet grounds, golf courses, and bowling grecns. 


BRYN-Y-NEUADD HALL 


peovided for handicrafts, such as earpentry 


Ladies and gentlemen have their own gardens, 


ete. 
‘or terms and further particulars coy to the Medical Superintendent (TELEPHONE : 
ean be seen in London by appointment. 


plied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
patients are given every facility for occupying themselves in farming, gardening, and fruit 


of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
Estate a mile of sea coast forms the boundary. 
de change or for longer periods. The Hospital has its own private bathing house on the seashore. There 


( and hard 
tac ilities are 


Northampton 4354 (3 lines)); who 


Patients may visit this 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 
A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 


the same grounds, ROWDENS, a 


comfortable house with lovely views. Private road to the beach 


In 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephenes—TEIGNMOUTH 289 and 537 


Vacancies 


AND EDUCATIONAL P 
SECTIO 


Liverpool. R.H. 
Admin. M.O... 

ANASTHETICS 

Queen Mary’s Hosp. for the East End, 
E.15. Sr. H.O. 

s, E. C. 1,& ‘London, 


I 

Woolwich H.M.C. Sr. H.0.’s. 
Birmingham. Dudley Rd. Sr. H. 0. 
Birmingham (Selly Oak) Group * 

Hosps. Cons. 
Birmingham. Selly Oak. Sr. H.O. 
Bradford Royal Infy. H.O. .. 
Bradford. St. Luke’s. H.O. 
Colchester Group H.M.C. Sr. H.O..: 
Douglas. Noble’s I1.0.M. H.O. 
Enfield. Chase Farm. Sr. H.O. . 
Epping. St. Margaret’s. Sr. H.O. 
Guildford. Roy Surrey County. sr. 


Jr. H.M.O. 
Warneford 


Deputy Sr. 


Halifax Area Hosps. M.C. 
Spa. 


Locum Regs... 
P.-t. 


Luton & Dunstable. Sr. H.0. 

€ ne 

Newmarket Gen. Reg. 

a Gloucestershire Clinical Area. 


Northwood, Middx. Mount “Vernon. 


Reg. 
Salisbury Gro up H.M.C. Reg. 7 
Sheffield R.H.B. Sr. H.M.O. 
Locum 
“Locum 
Sunderland Area H.M.C. Sr. 0. 
Warrington Infy. Sr. H.O. 

York A H.M.C. Laven Reg. 
CARDIOLOGY 

Hosps. for Diseases of the Chest. Reg. 


42 


CASUALTY 
Battersea Gen. H. 0. or Sr. 0. 
Hackney, E.9. H.O. 
Lambeth, S.E.11. 
Memorial, S.E.18. 
North Middx., N.18. Sr. 
Princess Beatrice, 8.W.5. H.O. 
Queen Mary’s Hosp. the End, 
E.15. Sr. H.O. 
Royal Northern, N.7. 
Ashford, Kent. H.O. 
Birmingham. Selly Oak. Sr. H.O. 
Canterbury. Kent & Canterbury. 
Sr. H.0. 
Cardiff. St. David’s.. Sr. H.0. 
Chesterfield Royal. Pre-reg. H.O. or 
Sr. H.0. 
Colchester Group H.M.C. Sr. H.O.. 
Edgware Gen. Locum Sr. H.O. 
Edgware Gen. Sr. H.O.’s_.. a< 
Farnborough, Kent. Sr. H.O. a! 
Hemel ee West Herts. Jr. 


H. 
Leeds. Public ‘Dispensary & Hosp. 
Sr. H.0O. 


Maidstone. West Kent Gen. Sr. Bs 0. 
Oxford United Hosps, 
Sr. H.O. 


Romford. Oldchurch. 

Salisbury Gen. Sr. H.O. 

Sheffield R.H.B. Locum Sr. H.M.O. 

Slough. Upton. Sr. H.O. 
Sr. H.O. 

Southend Gen. ‘Reg. & H.O.:: 


CHEST AND TUBERCULOSIS 


Brompton, 8.W.3. H.O.’s & Sr. Reg. 
nae. for Diseases of the Chest. 


London thest, E.2. P.-t. Sr. ‘Reg. 
Birmingham R.H.B. Reg. 
Birmingham R.H.B. & United Hosps. 


Reg. . 
“Cossham/Frenchay 
Coventry Grout of "Hosps., City 


p 
Council & Warwickshire County 
Council. Sr. H.M.O. 
ham, — Liverpool Hosp. 
Jr. H.M.O. . 


42 
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Leeds. Killingbeck. Sr. H.O. 

Leeds R.H.B. Cons.. 


Malvern, _— St. Wulstan’s. Jr. 


Newcastle Gen. Sr. H.O. or H. oO. 

Oxford R.H.B. Cons. 

Rochford Gen. Sr. H.O 

Salford. Ladywell. Jr. H.M.O. 

Se Red Cross Sanatoria. Reg. 
&S 


Scotland. w estern R.H.B. Sr. Reg. 
South East Met. R.H.B. Reg. mf 
Wakefield. Pindérfields Gen. Sr. 

H.O. or Locum Sr. H.O. 
Knightwick San. Jr. 


H.M.¢ 
York A & Tadcaster H.M.C. Sr. H.O. 
DENTAL SURGERY 
Aylesbury. Royal Bucks 

osps. M.C. Sr. H.O. 
Leeds H.B. P.-t. 


DERMATOLOGY 

Birmingham. Skin. Sr. H.O. or a 0. 
Edgware Gen. P.-t. Sr. aes 

Leeds R.H.B. Area. H.O. 


EAR, NOSE, AND THROAT 
Hampstead Gen. & Elizabeth Geseat 
Anderson. Reg. 
Hosp. for Sick Child., W.C.1. “Reg. ‘ 
Birmingham & Midland &T. H. 0. 

Birmingham R.H.B. me 
Brighton & Lewes H.M. c ‘Sr: H.O. 
East Cumberland H.M.C. H.0O. 
Farnborough, Kent. Sr. H.O. 
Halifax Royal Infy. H.O. 
own Spa. Warneford Gen. 


North East Met. = H.B. P.-t. Cons. 
Salisbury Gen 
Southampton. Royal South Hants & 
jen. Sr. H.O. 
South East Met. R.H Reg. 
Southport & Dist. H. Sr. H.0.. 
(continued overleaf) 
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Stoke-on-Trent. 
Infy. Sr. 

Swansea. Sr. H. ae 

Wolverhampton M.C. H.O. 


GERIATRICS 
Langthorne, E.11. H.O. 
Oroydon. Queen’s. 

Hornchurch. St. George's. Jr. H.M.O. 
Leeds R.H.B. Area. H.O 

Manchester R.H.B. Sr. H. M.O. 

North West Met. R.H.B. Reg. 
Oxford United Hosps. Sr. H.0. 


HAMATOLOGY 

Perth. Western Australia. Royal 
Perth, Hrematologist 

S. African Blood Service. 
Deputy Med. Director : 


North Staffs Royal 


INFECTIOUS DISEASES 
Irvine. Ayrshire Central. Jr. H.M.O. 


Foredown. Jr. 
Portsmouth Group H.M.C. On. 0. 
Bucknall Isolation. 


Windygates. Cameron I.D. H.O. .. 


LARYNGOLOGY AND OTOLOGY 
Liverpool United Hosps. Sr. H.0.’s 


MEDICINE 

Bolingbroke, S.W.11. H.O. 

Connaught, E.17. H.O. 

Hammersmith, West London & St. 
Mark’s, W.12. Sr. Regs. 

London, E.1. Reg. 

North Kast Met. RR. H.B. Cons. . 

4 Hosp. for the Kast ‘End, 

St. Bartholomew’s, E.C.1. Sr. Ree.. 

Aberdeen Gen. Hosps. B.O.M. Reg. 


Aylesbury. Royal Bucks & Assoc. 
Hosps. M.C. H.O. 
Barnstaple. North Devon Infy. Sr. 


Barrow-in- -Furness. North Lonsdale. 

r. 

Bath. St. Martin’s. H.O. 

Birmingham United Hosps. ‘Sr. H. 0. 

Bishop’s Stortford & Dist. H.O. 

Cambridge. Addenbrooke’s. H.O.. 

Doncaster Roval Infy. 

Enfield War Mem. Sr. H.O 

Halifax Gen. 

Halifax Royal Inty. H.0. 

Ilford. King George. Pre-reg. 

Leeds R.H.B. Area. H.O.’s 

Leeds R.H.B. Locum 

Lincoln. County. Sr. H.O. 

Lymington, Hants. Sr. H.0. 

Maidenhead. 

Manchester United Hosps. Sr. H.O.. 

Nort Friarage. Pre- -reg. 
) 


— Gloucestershire Clinical Area. 


teg. 

Portsmouth Group H.M.C. Sr. H.0. & 
Lociim Sr. H.0. 

Rhyl. Royal Alexandra. H.0. . 

 — Canadian Red Cross Mem. 

teg. .. 

St. James. 

Yorkshire. East Riding .C. 

Welsh R.H.B. Reg. . 

New Wellington Hosp. Bad. 
Asst. Phy 

New Zealand, Wellington Hosp. Ba. 
Sr. Reg. 


NEUROLOGY 
Birmingham United Ss. Reg. 
Leeds R.H.B. Area. H. 


OBSTETRICS AND 
Cast End Maternity, E.1. H. 

Hammersmith, W.i2. H.O.’s 

Royal Free, W.C.1. Sr. Reg. ; 

South East Met. R.H.B. Reg. us 
—. Gen. Hosps. B.O.M. Sr. 


Ashford, Kent. Willesborough. H. 0. 
Ayrshire Central. Jr. H.M.O. 
Birmingham United Reg... 
Bolton Dist. Gen. 
Bristol Clinical Area. +t ‘H.M.O. 
Grimsby Maternity. Sr. H.O 
Halifax Gen. H.O. 
Leeds R.H.B. Area. H.O.’s. 
Manchester United Hosps. Pre-reg. 
1.0.’s & H.O.’s 
Nottingham. Highbury. Sr. 1.0. | 
Romford, Oldchureh. Sr. H.0. & H.0. 
Scotland. Western R.H.B. Sr. H.O. 
City Gen. Pre-reg. 
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on 


Stoke-on-Trent. North Staffs Royal 
Pre-reg. H.O. 


Infy. 
Whitehaven. H.O. or Sr. H.0. 


OPHTHALMOLOGY 

Birmingham & ak Eye. H.O. 

Birmingham R.H.B P.-t. | Clin. 
Assts... 


Bradford. Royal Rye & Far. ‘H.O.. 

Brighton. Sussex Eye. H.O. 

Leeds R.H.B. Area. H.O. .. 

Manchester R.H.B. P.-t. Cons 

a & Midland Eye Infy. 


Sr 
Scotland. Western R.H.B.  P.-t. 
Stoke-on-Trent. North Staffs Royal 
infty. Gr. 4.0. .. 
ORTHOP ADICS 


Ashford. Middx. H.O.. 

Birmingham R.H.B. Reg. 

Blackburn & Dist. H.M.C. H.O.. 

Bradford Roval Infy. Sr. H.0. & H ‘0. 

Braintree. Notley. 

Chertsey. . Peter’s. Sr. H.O. 

Kast H.M.C. Sr. H.O.. 

Grimsby Gen. Sr. O. or Locum 
Sr. H.O. 

Ipswich. East Suffolk & Ipswich. H. 0. 

Leeds R.H.B. 

Leeds. Ww (Orthopedic). 
Sr. 11.0. 


Manchester R.H.B. 
Newcastle R.H.B. 
Mon. Royal “Gwent. Sr. 
Nottingham Gen. Sr. H.O. or Locum 
Peterborough. Mem. Sr. H.O. 
Group H.M.C. Sr. H.O. 
Sheffield R.H.B. Locum Reg 
Southampton. Royal South: Hants. 
Sr. H.O. 1.0. - 
Welsh R.H.B. Locum Sr. H.M.O. 
Ww H.M.C. Sr. O. or 


Worcester Royal Infy. H.O 
= Kast Riding H.M.C. Sr. 


PZDIATRICS 

Hammersmith, Yow London & = 
Mark’s, W.12. H.O é 

Prince of Wales’s Gen., ‘BH... 

Aylesbury. Royal Bucks & Assoc. 
Hosps. M.C. H. 

United Hosps. Ree. 

Bradford. St. Luke’s. H.O 

Leeds R.H.B. Area. H.0.’s 

Scotland. Western R.H.B. ‘Sr. Regs., 
Reg. & Sr. H.O. 

Wirral. Leasowe Child’s. Sr. H.0. 


PATHOLOGY 

Aylesbury. Royal Bucks & Assoc. 
Hosps. M.C. Sr. H.O. 

Birmingham Group 25 (Selly Oak) 
H.M.C. Sr. H.' 

Birmingham United Hosps. Sr. O. 

Fdeware Gen. Sr. H.O 

Manchester R.H.B. Cons. 

Romford. Oldchurch. Sr. H.O. 

Scotland. Western R.H.B. Ree. 

— Nat. 

Assoc. & Eastern R.H.B. Sr. H.M.O 


PSYCHIATRY 

Three Counties 

Chichester. Graylingwell. Reg. 


Edinburgh. Gogarburn Institution 
B.O.M. Reg. & H.O. 

Leeds R.H.B. Locum Regs. . 

Leeds R.H.B. Sr. H.M.O.’s.. 

Leeds R.H.B. Sr. Regs. 

Leeds United Hosps. Sr. H.O. s 

Manchester United Hosps. Reg. & 

Newcastle R.H.B. Reg. 

Neweastle R.H.B. Sr. H.M.O. 3% 

St. Andrew’s. Locum 


W est Met. R. H. B. Sr. ‘HH. M. 0. 
Norwich. Hellesdon Mental. Reg. 
Norwich. St. Andrew’s. Sr. H.O. .. 
Norwich. St. Andrew’s Mental. Reg. 
Sheffield R.H.B. Sr. H.M.O. 
Yorkshire. East Riding H.M.C. H.O. 
Northern Ireland Hosps. Auth. Reg. 


RADIOLOGY 

Leeds R.H.B. Sr. Reg. 

Manchester R.H.B. Sr. Reg. 
Scotland. Western R.H.B. Sr. Reg. 
Sheffield R.H.B. Locum Sr. Reg. .. 


Blood | Transfusion 


RADIOTHERAPY 

St. John’s Hosp. for Diseases of the 
Skin, W.C.2. P.-t. Cons. .. 

Sheffield R.H.B. Sr. H.O ; 


SURGERY 

Bolingbroke, S.W.11. H.O. . 

Hammersmith, West London & St. 
Mark’s, W.12. H.O. 

London Jewish. E.1. H.O 

Manor House, N.W.11. -O. 

Royal Cancer, S.W.3. Sr. H.O. 

Royal Northern, N.7. Reg. 

St. Aan’s Gen.. N.15. Sr. H.O. 

St. , S.W.12. Reg. 

Gen. | Pre- & 
Sr. 

Ashford, Kent. Sr. H.O 

Ashford, Kent. W illesborough. H.O. 


Ashton, Hyde & Glossop H.M.C. H.O. 


Barrow-in- North 
Sr. H.O. 
Bexhill, Sussex. H.0.’s 
Birmingham sommes Hosp. & Rehab. 
Centre. Sr. H.O. & H.0.’s 
Rirmineham. Dudley 
Birmingham R.H.B. Reg. 
Birmingham. Solihull. Sr. H.O. 
Blackburn & Dist. H.M.C. H.O.’s 
Blackburn Royal Infy. Sr. H.O. 
Bradford. St. Luke’s. H.O.. 
Burton-on-Trent Gen. Infy. 
Bury & Rossendale H.M.C. Sr. H.O. 
Kent & 
( 


Croydon Gen. “Reg 
Derby City. Pre-reg or Sr. 
Derby. Derbyshire. Royal Infy. Pre- 


H. 
Guildiord. Royal Surrey County. 


Halifax. Royal Infy. ‘Sr. H.0. 

Hastings Group H.M.C. Locum Reg. 

Hastings. Royal East HA. 

Hereford Gen. H.O. 

Hitchin Hosps. Reg. 

ictoria Hosp. ‘for Sick Child. 
oO 


East Suffolk & Ipswich. 


RH.B, Area. H.O.’s. 

Leeds R.H.B. Locum Regs... 
Lincoln County. H.O.. oe 
Manchester R.H.B. Rogs. 

Newmarket Gen. H. 
port, Mor. Royal” Gwent. Sr. 
0. 


Nottingham Gen. H.O. 


Ipsw ich. 
H.¢ 


Otley Gen. Pre-reg. H.O. 
Plymouth. South Devon & Rast 
Cornwall. 


Pontypool & Dist. ‘Ir. ‘i. M. 0. 
Poole Gen. Pre-reg. H.O.’s 
Portsmouth Group H.M.C. ‘Sr. H.O. 
Redhill. East Surrey. Pre-reg. H.O. 
Scarborough. 
Sheffield R.H.B. 
Sr. Reg. & Locum Reg. 
Sheffield United Hosps. Reg. 
South East Met. R.H.B. Reg. 
Southport & Dist. H.M.C. 
Stamford & Rutland. Reg. .. as 
Stoke-on-Trent. City Gen. Sr. H.O. 
& Pre-reg. H.O.’s 
on-Trent. North Staffs Royal 
nfy. 
Swansea. H.O. 
Tredegar Gen. Sr. H.O. & H.O. .. 
Tunstall. Burslem, Haywood * 
Tunstall War Mem. Sr. H.O. 
Weston-suner-Mare Gen. 
Windsor. King Edward VIT. 
Wolverhampton H.M.C. Reg. H. 0. 
Worcester Royal Infy. Sr. H.O. 
Wrexham. Maelor Gen. H.O. 
York A & Tadcaster H.M.C. Sr. H. 0. 
Yorkshire. East Riding H. M.C. H.0.’s 
South Korea. Kunsan 
Hosp. Surgeon 


UROLOGY 
St. Peter’s, St. St. 


W.C.2. Sr. Reg. 
GENERAL 
Northern Treland Hosps. 
or Sr. Regs. .. 
PUBLIC APPOINTMENTS 
MISCELLANEOUS 
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The Terms and Gentttens of Service of 
Hospital Medical and Dental Staff apply to 
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Academic and Educational 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 


ELECTION OF PROFESSORS AND LECTURERS 

The Council invites applications for election to the office 
of Hunterian Professor, Arris and Gale Lecturer, Arnott Demon- 
strator, and Erasmus Wilson Demonstrator for the ensuing year. 

The 12 Hunterian Lectures, illustrated by Hunterian speci- 
mens, are delivered by Fellows or Members of the College. The 
3 Arris and Gale Lectures are on subjects relating to Human 
Anatomy and Physiology, the 6 Arnott Demonstrations on the 
contents of the Museum, and the 6 Erasmus Wilson Demon- 
strations on the Pathological contents of the Museum. 

Applications in writing must be made to the Secretary on 
or before Monday, 26th April. Candidates for the Hunterian 
Professorships, Arris and Gale Lectureships are requested to 
submit with their applications 25 copies of a synopsis of approxi- 
aeoet 500 words describing the subject matter of their proposed 
lecture. 

In the case of Hunterian Lectures the Council is prepared to 
consider applications for either a series of lectures or a single 
lecture. KENNEDY CASSELS, Secretary. 

Lincoln’s Inn-fields, W.C.2. 

FACULTY OF ANASTHETISTS 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 


PHARMACOLOGY 

A COURSE OF 20 LECTURES IN PHARMACOLOGY will be held at 
the College from 3rD to 14TH MAY, 1954. 

Fee, £6 6s. for the full Course or 10s. per lecture. 

Details and application forms from Mr. W. F. Davis, Secre- 
tary, syner of Anesthetists, Royal College of Surgeons of 
England, Lincoln’s Inn-fields, London, W.C.2 (Telephone : 
HOLborn 3474). 

UNIVERSITY OF MANCHESTER 
NUFFIBLD DEPARTMENT OF OCCUPATIONAL HEALTH 


An INTENSIVE COURSE for Industrial Medical Officers will be 
held during the period 17TH—28TH MAY, 1954, and there are still 
a few vacancies left. 

Syllabus and application forms may be obtained from the 
Secretary, Department of Occupational Health, Clinical Sciences 
Building, York-place, Manchester, 13. All applications should 
be received not later than 17th April. 

The fee for the Course is £7 7s. 


UNIVERSITY OF CAMBRIDGE > 


An election to the PINSENT-DARWIN STUDENTSHIP 
IN MENTAL PATHOLOGY will be made at Cambridge in 
May. It is of the annual value of about £250 and is tenable for 
3 years. The student must engage in original research into any 
problem having a bearing on mental defect or disease, but may 
carry on educational or other work concurrently. 

Applications should be sent before 10th May, 1954, to the 
Secretary, Pinsent-Darwin Studentship, Psychological Labora- 
tory, Cambridge. Applicants should state their age and quali- 
fications and the general nature of the research that they wish 
to undertake. o testimonials are required, but applicants 
should give the names of not more than 3 referees . 


INSTITUT DE RECHERCHES SUR LE CANCER 


POSTGRADUATE COURSE, under the direction of Prof. REN& 
HUGUENIN and Prof. CH. OBERLING, has been arranged by the 
Institut de Recherches sur le Cancer of the University of Paris 
and will be held at the Gustave Roussy Cancer Institute, 
16 bis, Avenue P. Vaillant-Couturier, Villejuif, near Paris, from 
10TH May to 15TH JUNE. It will be followed by a 3-day course 
for practitioners. 

The theoretical course will comprise 53 lectures on clinical 
and experimental aspects of cancer. . 

The practical course will include :— 

Section A. Ward rounds, outpatient clinics, and demonstrations 
of diagnostic techniques, radiotherapy, and electrotherapy. 

Section B. Technical demonstrations in the Departments of 
Pathology, Biochemistry, Cytobiology, Experimental Medicine, 
Electron Microscopy, and Physiopathology. 

The fee is Frs. 8000. 

Applications should be sent to the Faculté de Médecine, 
12 rue de l’Ecole de Médecine, Paris. Please mention the section 
chosen. A more detailed programme, giving the titles of the 
lectures and the names of the lecturers, is available on request. 


CRICHTON ROYAL FELLOWSHIPS 


The Board of Management of the Crichton Royal have estab- 
lished 3 Fellowships for the training of Specialists in psychiatry, 
each carrying a salary of £670, less a deduction of £150 for the 
usual residential emoluments. 1 Fellowship will fall vacant 
—- The Fellows receive training in all branches of clinical 
psychiatry, including work in outpatient and child guidance 
clinics, by the senior members of the medical staff. The Fellow- 
ships are tenable for 1 year but may be prolonged for another 
year. Previous general hospital experience essential. 

Application form and syllabus are obtainable from the 
Physician-Superintendent, Crichton Royal, Dumfries. 

CENTRAL MIDDLESEX HOSPITAL 
Park Royal, N.W.10 


THE HOSPITAL AND ITS RELATIONS WITH INDUSTRY 

An opportunity for research into the integration of a large 
hospital and its surrounding industrial community is offered to a 
medical man with experience in surgery and some knowledge of 
factory conditions. An opportunity for a man of character to 
survey & new field and create a position for himself. The salary 
offered is £1200 p.a. with some expenses. 

Apply in writing, in first instance, to Medical Director, Central 
Mid x Hospital, Acton-lane, N.W.10. 


THE UNIVERSITY OF LIVERPOOL 
FACULTY OF MEDICINE 
DEPARTMENT OF ANASSTHESIA 

A COURSE OF POSTGRADUATE INSTRUCTION IN ANARSTHESIA, 
limited to 10 students, will be conducted at Liverpool University 
lasting for 1 academic year and commencing IST OCTOBER, 1954. 
This Course gives theoretical and practical instruction to 
students intending to sit for the Diploma or the Fellowship of 
the Faculty of Aneesthetists. For the purpose of gaining practical 
experience, the students will be found suitable appointments in 
recognised General Hospitals within the Liverpool Area. 

The fee for the Course is £60. 

Application forms may be obtained from the Reader in 
Anvesthesia, The University, Liverpool, 3, and should be returned 
not later than 30th April, 1954. 


CLARE COLLEGE, CAMBRIDGE 


HARRISON WATSON STUDENTSHIP FOR MEDICAL RESEARCH 

The Governing Body of Clare College, Cambridge, invite 
applications for a Harrison Watson Studentship tenable for 
3 years and commencing on IST OCTOBER, 1954. The Studentship 
which is open to male graduates of any University in any 
country is for research or training in research “‘ into the causes 
and cure of tuberculosis, and/or other diseases of an allied 
character.”” The Governing Body intend to interpret these terms 
in the widest sense and invite detailed inquiries. 

The Studentship may be :— \ 

(i) a Junior Studentship of value between £500 and £650 


p.a. ; or 
(ii) a Senior Studentship of value between £700 and £850 
p.a. (in exceptional circumstances the value may 
raised above this limit). 

The Student may engage in a limited amount of teaching and 
hold another award or post, if in the opinion of the Governing 
Body these do not interfere with his research. The Student 
will be required to become a member of Clare College and the 
University of Cambridge, and to reside and work in Cambridge. 

Applications should contain an account of the appticant’s 
career, and a general statement of his proposed course of 
research. No testimonials need be submitted, but the names 
and addresses of not less than 2 refetees should be sent. Applica- 
tions and inquiries should be addressed to the Master, Clare 
College, Cambridge. The closing date for application is 15th 
May, 1954. 


UNIVERSITY OF LONDON. The Senate invite appli- 
cations for the READERSHIP IN MORBID ANATOMY AND 
HISTOLOGY tenable at St. Thomas’s Hospital Medical School 
(salary within the range £1500-£2000 a year). 

Applications (10 copies) must be received not later than 17th 
May, 1954, by the Academic Registrar, University of London, 
Senate House, W.C.1, from whom further particulars should be 
UNIVERSITY OF LEEDS. UNITED LEEDS HOS- 
PITALS. Applications are invited for the post of SENIOR 
REGISTRAR AND TUTOR IN PSYCHIATRY. The successful! 
candidate will be a member of the University Department of 
Psychiatry and the duties will include work at the hospitals 
with which the University Department is associated and such 
other duties as may be assigned to him by the Head of the 
University Department. 

Applications (3 copies), stating age, qualifications, and 
details of present and previous appointments with dates, and 
experience of teaching, together with the names of 3 referees, 
should reach the Registrar, The University, Leeds, 2 (from 
whom further particulars may be obtained), not later than 
19th April, 1954. 


UNIVERSITY OF BRISTOL. Applications are invited 
for 3 posts of DEMONSTRATOR IN PATHOLOGY whith 
will be vacant from the beginning of August. Salary £600—£700 
.@, according to qualifications and experience. The duties 
nclude teaching of medical and dental students and general 
»athology for veterinary students, and the conduct of autopsies. 
acilities for research and experience of diagnostic histology 
will be available. 5 

Applications, giving full names, age, qualifications, details of 
education and experience, together with the names of not more 
than 2 referees, should reach the undersigned, from whom 
further particulars may be obtained, on or before 30th April, 1954. 

H. C. BUTTERFIELD, Registrar and Secretary. 


UNIVERSITY OF BELFAST. Applications are invited 
for a LECTURESHIP IN DENTAL SURGERY at The Queen’s 
University of Belfast from Ist October, 1954. Salary £1300- 
£50-£1750, plus provision for superannuation. In certain 
conditions the salary will rise to £2000. Initial placing on the 
scale will depend on experience and qualifications. , 

Applications should be received by 20th May, 1954. Parti- 
culars from G. R. Cowlg, M.A., LL.B., Secretary. 


MAKERERE COLLEGE, THE UNIVERSITY COLLEGE 
OF EAST AFRICA. Applications are invited for a FIRST ASSIS- 
TANT IN SURGERY. Salary £1050 p.a., plus temporary 
cost-of-living allowance, at present £350 p.&. F.S.S.U. Child 
allowance £50 p.a. per child (maximum £150 i. Partly 
furnished quarters at rent not more than 10% of salary. Free 
passage (including family) on appointment, termination and 
leave. Duties are similar to those of Senior Registrar in a 
Teaching Hospital. Appointment will be for a tour of approxi- 
mately 21 months followed by 3 months leave. It will not 
normally be extended beyond 4 years—i.e., 2 tours. — 
Applications (6 copies), giving full details of qualifications 
and experience, and names of 3 referees, should be sent to the 
Secretary. Inter-University Council for Higher Education in 
the Colonies, 1, Gordon-square, London, W.C.1, from whom 
further information may be obtained. Closing date 3lst May, 
1954. 
41 
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Hospital Services : Senior Appointments 


AMENDED ADVERTISEMENT 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for full-time appointment 


as :— 

CONSULTANT in General and Tropical Medicine (6 sessions) 
and ADMINISTRATIVE MEDICAL SUPERINTENDENT (5 
sessions) at Mildmay Mission Hospital, London, E.2. Salary 
(approximate) £1540 rising by 8 annual increments to £2114 
a year. Candidates should a higher qualification in medicine 
and be in full and active sympathy with the evangelical work of 
the Hospital. Preference given to ex-medical missionaries. 

Applications (6 copies), stating names of 3 referees, should 

reach the Secretary, 114, Portland-place, London, W.1, by 
Saturday, 8th May. 
ST. JOHN’S HOSPITAL FOR DISEASES OF THE SKIN, 
Lisle-street, Leicester-square, London, W.C.2. Applic ary are 
invited for the appointment of Part-time CONSULTANT 
RADIOTHERAPIST in charge of the Department. 3 the 
Hospital for up to 5 sessions a week. 

Applications (10 copies), stating age, qualifications and 
experience, — names of 3 referees, to the Secretary not later 
than 8th May, 1954. 

BIRMINGHAM (SELLY OAK) GROUP OF HOSPITALS. 
Whole-time CONSULTANT in Anesthetics. Duties mainly at 
Selly Oak Hospital. Experience Specialty and D.A. required. 

Applications (15 copies), naming 3 referees, to Secretary, 

Birmingham Regional Hospital Board, 10, Augustus-road, 
Birmingham, 15, before 19th April, 1954. Candidates may visit 
Hospitals. 
BRISTOL CLINICAL AREA. SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited from 
registered medical practitioners for the appointment of 
OBSTETRICIAN in the Bristol Clinical Area. The appoint- 
ment will be on a part-time basis (2 sessions) in the Senior 
Hospital Medical Officer grade, and previous experience in 
obstetrics is essential. The successful candidate, who will work 
under the general direction of the Consultant Obstetrician and 
Gynecologist, will be required to undertake emergency obstetric 
work at Weston-super-Mare General and Maternity Hospitals, 
and to visit other hospitals in the Clinical Area as may be 
determined by the Regional Board from time to time. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board 27, 
Tyndalls Park-road, Bristol, 8, not later than 20th April, 1954. 
COVENTRY GROUP OF HOSPITALS. Coventry City 
COUNCIL. WARWICKSHIRE COUNTY COUNCIL. Whole-time 
ASSISTANT CHEST PHYSICIAN (£1300—-£1750 p.a.). Duties 
at clinics in Coventry and North Warwickshire. Appointment 
will be made jointly by the authorities concerned, 9/11ths 
being apportioned for clinical work, the responsibility of the 
Board, 1/11th to Coventry City Council and 1/11th to Warwick- 
shire ¢ iounty Council in respect of tuberc uionls prevention and 
aftercare. 

Applications (15 copies), stating name, age, nationality, 
qualifications, present and previous appointments and details of 
3 referees, to Secretary, Birmingham Regional Hospital Board, 
10, Augustus-road, Birmingham, 15, before 19th April, 1954. 
LEEDS REGIONAL HOSPITAL BOARD. 

Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer scale) for duties at Menston Hospital, near 
Leeds (2500 Beds), and associated clinics at general hospitals 
in Bradford. A 4-bedroomed flat is available at the Hospital. 

Whole-time ASSISTANT PSYCHIATRIST AND DEPUTY 
MEDICAL SUPERINTENDENT (Senior Hospital Medical 
Officer scale) at the Meanwood Park Hospital, Leeds (700 Beds). 
The successful candidate may, subject to the direction of the 
Medical ‘Superintendent, be required to visit other hospitals in 
the Region in connection with the Mental Deficiency Service. 
Residential accommodation for a married couple will be available 
at the Hospital for which the necessary deductions from salary 
will be made. Consideration will be given to applicants who wish 
to be non-resident. 

Part-time CONSULTANT in Anesthetics (9 sessions per week ) 
for duties approximately equally divided between thoracic and 
general anesthesia at in the Bradford area. 

Part-time CONSULTANT in Dentistry (2 sessions per week) 
for duties mainly at Bradford Royal Infirmary. 

Whole-time appointment of CONSULTANT CHEST PHYSI- 
CIAN at the Leeds Chest Clinic. Candidates should have high 
medical qualifications and extensive experience in chest diseases 
including pulmonary tuberculosis. The successful applicant will 
act as Deputy to the Senior Chest Physician and will be in 
immediate control of a unit of the chest services at the Leeds 
Chest Clinic. There will be clinical contro] of male and female 
beds at Middleton Hospital and St. George’s Hospital respectively, 
with full surgical facilities. The will be wh» le-time 
in the first instance but at the expiration of a period of not less 
than 3 years consideration will be given to the appointment 
being made part-time (maximum sessions). The successful 
candidate will be required to reside in Leeds. 

Applications (12 copies), stating age, qualifications and details 

of appointments held showing dates, with names and addresses 
of 3 referees, to the Secretary, Park-parade, Harrogate, not later 
than 24th April, 1954, in the case of the appointment of Con- 
sultant Chest Physician for the Leeds Chest Clinic and not 
later than 30th April, 1954, in the case of the remaining appoint- 
ments. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD, Whole-time ASSISTANT PSYCHIATRIST, in 
Adult Department, Hill End Hospital, St. Albans (767 Beds). 
Salary £1300 (at age 32)-€1750. Hospital may be visited by 
direct appointment. 

Detailed applications, naming 3 referees, to Secretary, North 
West Metropolitan Regional Hospital Board, 11a, Portland- 
place, W.1, by 4th May, 1954. 
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NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 
Part-time CONSULTANT E.N.T. SURGEON, Tilbury and 
Riverside General Hospital, Essex (2 sessions a week). 

Applications (6 copies), stating names of 3 referees, should 
reach the Secretary, 114, Portland-place, London, W.1, by 
Saturday, 17th April. : 
LIVERPOOL REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the AO of DEPUTY SENIOR 
ADMINISTRATIVE MEDICAL OFFICER at a salary of 
£1650-£100-£2150. The successful applicant would be required 
to deputise for, and to work under the general direction and 
supervision of, the Board’s Senior Administrative Medical 
Officer. He would be required to carry out any administrative 
and executive functions assigned to him in relation to the 
organisation and planning of the hospital and specialist services. 
Applicants should have considerable experience of medical 
administration in the Health and Hospital Services. The post 
is subject to the National Health Service superannuation 
regulations, and may be terminated by 3 months notice on 
either side. 

Applications, giving particulars of age, qualifications and 
experience, together with the names of 3 referees, should be 
addressed to the Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James-street, Liverpool, 2, in 
order to reach him not later than Saturday, 17th April, 1954. 

VINCENT COLLINGE, Secretary to the Board. 


MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Additional Whole-time NON-RESIDENT CONSULTANT 
PATHOLOGIST to Group Laboratory at the Victoria Hospital, 
Blackpool. Experience of all branches of hospital pathology 
desirable. 17th April, 1954. 

(>) Part-time post (8 half-days weekly) of CONSULTANT 
OPHTHALMOLOGIST to Bolton and District Hospital Centre 
(special Ophthalmic Unit of 25 Beds at Bolton Royal Infirmary ). 
Initially the successful candidate will be required to devote 
about 5 hours a week to the Bury General Hospital but later 
will devote himself entirely to Bolton. Wide experience and 
= qualifications, such as F.R.C.S., desirable. 21st April, 


"2. Whole-time NON-RESIDENT ASSISTANT PHYSICIAN 
in Geriatrics to the Burnley and District Hospital Centre (226 
chronic sick beds, Burnley General Hospital). Appointee will 
work under the general supervision of Consultant Physician and 
will be required to undertake the domiciliary investigation of 
patients and to establish the closest liaison with general practi- 
tioners and the Local Health Authorjties. Good experience in 
general medicine and previous a in care of chronic 
sick desirable. Appointee to live in area. Salary £1300—£50- 
£1750 p.a. 23rd April, 1954. 

Application forms from the Senior Administrative Medical 
Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Winter- 
TON HOSPITAL, SEDGEFIELD. (2000 Beds.) ASSISTANT 
PSYCHIATRIST (Senior Hospital Medical Officer status), 
whole-time, resident. Salary scale £1300—£50—-£1750. Candidates 
should normally hold a Diploma in Psychological Medicine, but 
applications will be considered from candidates with no previous 
practical experience in psychiatry who hold a higher medical 
qualification, have had wide experience in general medicine 
including Senior Registrar posts, and intend to obtain a Diploma 
in Psychological Medicine, and specialise in psychiatry. Arrange- 
ments can be made for the person appointed to take the necessary 
courses to study for the Durham Diploma in Psychological 
Medicine. An unfurnished flat is available. The appointment 
will be in accordance with the national terms and conditions of 
service and subject to National Health Service (Superannuation) 
Regulations, 1950. Canvassing will disqualify, but candidates 
are free to visit the Hospital by arrangement with the Medical 
Superintendent, from whom further particulars may be obtained. 

Applications, together with names and addresses of referees 
(preferably) or testimonials, to a total of 3, to be sent to the 
Regional Psychiatrist, ‘‘ Blythswood South,’ Osborne-road, 
Newcastle upon Tyne, 2, within 28 days. 


NORTH GLOUCESTERSHIRE CLINICAL AREA. South- 
WESTERN REGIONAL HOSPITAL BOARD. Applications are invited 
from registered medical practitioners for the appointment of 
CONSULTANT ANAESTHETIST to the North Gloucestershire 
Clinical Area which comprises Gloucester, Cheltenham, Stroud, 
Forest of Dean and adjoining districts. The appointment may 
be held on a whole-time or maximal (9 sessions) part-time basis. 
The successful candidate will be required to work mainly at the 
Gloucestershire Royal Hospital, Gloucester, and to visit other 
hospitals in the Clinical Area as may be determined by the 
Regional Board from time to time. 

Applications (12 copies) stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be sent to the 
Secretary of the Regional Hospital Board, 27, Tyndalls Park- 
road, Bristol, 8, not later than 24th April, i954. 


SCOTTISH NATIONAL BLOOD TRANSFUSION 
ASSOCIATION AND EASTERN REGIONAL HOSPITAL BOARD. Applica- 
tions are invited from registered medical practitioners with 
suitable qualifications and experience for the joint post of 
DIRECTOR in charge of the East of Scotland Blood Trans- 
fusion Service at Dundee and ASSISTANT PATHOLOGIST 
at Dundee Royal Infirmary, both under the supervision of the 
Professor of Pathology. The Infirmary post carries obligation 
as a transfusion officer to the Infirmary and there is also an 
associated University appointment with reference mainly to 
hematology. The salary for the joint appointment is in the 
range of £1300-£50-£1750. The appointment is superannuable. 
Applications, in writing, together with the names and addresses 
of 3 referees, should be sent not later than 26th April, 1954, to— 
CHARLES S. GUMLEY, W.S., Secretary, 
The Scottish National Blood Transfusion Association. 
10, Duke-street, Edinburgh, 1. 
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OXFORD REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of CONSULTANT in Diseases of the 
Chest to the Chest Clinics in the Reading County Borough area. 
The successful candidate will also have charge of beds at the 
Prospect Park and Peppard Chest Hospitals. He will be a 
member of the area department and of the staff of the general 
hospitals in the area, and will be required to reside in the area. 
Subject to a satisfactory conclusion of negotiations now in 
progress with the Local Health Authority, the appointment will 
carry responsibility for duties under Section 28, National 
Health Service Act under the Local Health Authority Scheme. 
The post will be whole-time. Applicants must hold a higher 
medical qualification and have had wide experience of diseases 
of the chest. 

Applications (12 copies), stating age, qualifications, experience, 
and the names and addresses of 3 referees, should be sent to the 
Secretary, Oxford Regional Hospital Board, 43, Banbury-road, 
Oxford (through whom further details may be obtained and 
arrangements made to visit the hospitals/clinics), to reach him 
by 8th May, 1954 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ment :— 

Part-time CONSULTANT OPHTHALMOLOGIST on _ the 
basis of 7 sessions weekly with duties at the Victoria Infirmary, 
Glasgow, and the Southern General Hospital, Glasgow. Appoint- 
ment subject to the National Health Service (Scotland) super- 
annuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this advertisement. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for 
Cariton Hayes Hospital. Narborough, near Leicester. A 5 
bedroomed house is available. Salary £1300-£50—£1750. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
7-7 ‘tanaaaana Sheffield. Forms to be returned by 24th April, 
SHEFFIELD REGIONAL HOSPITAL BOARD. whole- 
time ASSISTANT ANAESTHETIST required for the Grimsby 
General Hospital and Louth County Infirmary. Candidates 
should possess the D.A. Salary scale £1300—£50-£1750. 

Application forms and further details from Senior Administra- 

tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Completed forms to be returned by 
Ist May, 1954. 
SHEFFIELD REGIONAL HUSPITAL BOARD. Locum 
RESIDENT SENIOR CASUALTY OFFICER required from 
12th April to 5th May at Scunthorpe and District War Memorial 
Hospital. Remuneration at the rate of 314 guineas per week, 
with a deduction for residence. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, nam 2 referees. 

WELSH REGIONAL HOSPITAL BOARD 

immediately, Locum ORTHOP. DIC AND TR auMa ATIC 
SURGEON (Senior Hospital Medical Officer), Neath General 
Hospital. Salary 31} guineas weekly. 

Applications, naming 2 referees, toySenior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 
PERTH, WESTERN AUSTRALIA. ROYAL PERTH 
HOSPITAL. The Board of Management invites applications 
from qualified medical practitioners for the whole-time post of 
HZ MATOLOGIST (medical) at this Hospital. The post is now 
being opened to supersede arrangements whereby hematology 
has been carried out by the Public Health Laboratories. Royal 
Perth Hospital is the medical centre of the State with a comple- 
ment of 671 Beds expanding to 850 Beds by building extensions 
nearing completion and would provide undergraduate teaching 
upon the opening of a Medical School. The well-equipped 
laboratories are contiguous to the other laboratory sections 
in the new hospital buildings and excellent opportunities are 
afforded including investigational work in coédperation with the 
Hospital’s Clinical Research Unit, other laboratory sections, 
and the Public Health Laboratories. Beds are available to the 
Hematologist. Preference will be given to candidates with 
specialist qualifications and considerable experience in the 
Hematology Department of a medical school. Salary £2500 
(Aust.) p.a. Rate subject to cost-of-living adjustment. A 
reasonable amount of travelling allowance would be granted for 
transport to Western Australia of appointee and dependent 
family provided appointee enters into a bond to serve for a period 
of at least 2 years. Details regarding general conditions in this 
State are procurable on application to the Agent-General for 
Western Australia, Savoy House, Strand, London. Inquiries 
regarding the Hospital’s medical services should be addressed 
by air mail to the Medical Superintendent at this Hospital. 

Applications, stating age, qualifications, experience. and other 
particulars together with names of 2 referees, should reach the 
undersigned not later than 15th June, 1954. 

JOSEPH GRIFFITH, Manager. 
SOUTH AFRICAN BLOOD TRANSFUSION SERVICE. 
Applications are invi ted from suitably qualified persons for the 
osition of DEPUTY MEDICAL DIRECTOR of the Service. 

n addition to being registered medical practitioners, applicants 

mast have had serological and bacteriological experience. The 
appointment will be made on the salary scale £1700-£100-£2400 
p.a., but cognisance may be taken of previous experience in 
determining the commencing salary of the successful applicant, 
who will be required to join the Service’s Staff Provident Fund. 

Applications, stating full details of age, qualifications, experi- 
ence, marital status, &c., should be submitted in writing to the 
Medical Director, S.A. Blood Transfusion Service, P.O. Box 
aor Johannesburg, so as to be received not later than Ist May, 


NEW ZEALAND. WELLINGTON HOSPITAL BOARD, 
WELLINGTON, NEW ZEALAND. The Wellington Hospital Board 
invites applications from registered medical practitioners for the 
whole-time position of ASSISTANT PHYSICIAN, Wellington 
Hospital. Intending applicants should apply to the office of 
the High Commissioner for New Zealand, 415, Strand, 
London, for a schedule of information regarding the position. 

Applications, giving full particulars as to age, qualifications, 
experience, and stating the earliest date upon which duty can be 
commenced, should be addressed to the Secretary, Wellington 
Hospital Board, Wellington, New Zealand, and will be received 
by him up to 9 A.M. on Wednesday, 28th April, 1954. 

J. B. I. Cook, S&retary. 

SuvuIn KUNSAN PROVINCIAL HOSPITAL. 
A SURGEON of- not less than 6 years postgraduate experience 
is needed in the above Hospital, where unique opportunities 
exist. Quaker Unit, including 4 Western doctors, already there 
Appointment (minimum 1 year) is on voluntary basis ; full 
maintenance, fares both ways, and generous leave allowance 
provided. 

Further information from General Secretary, Friends Service 
Counci!, Friends House, Euston-road, London, N.W.1. 


Hospital Services : Junior Appointments 


GENERAL HOSPITAL, Battersea Park, 
S.W.11. SASUALTY OFFICER/HOU SE SURGEON (resi- 
dent). eiedn Officer or Senior House Officer grade according to 
experience. Vacant mid-April. 

Apply, enclosing copies of 2 recent testimonials, to Hospita! 
Seeretarv (L). 
HOSPITAL, Wandsworth Common, 

HOUSE PHYSICIAN, vacant 18th May. 

HOUSE SURGEON, vacant Ist June. Open to registered 
practitioners and pre-registration candidates. 

Apply Hospital Secretary (L), enclosing copies of 3 recent 
testimonials. by 25th 
BROMPTON HOSPIT Applications are 
invited for the post of NON- ARESIDENT HOUSE PHYSICIAN, 
for which there are 3 vacancies, for 6 months from Ist June, 
Duties include work in Outpatient Department and wards. 
Salary £400 or £450 a year, according to experience. 

Applications, stating age, ‘qualifications with dates, nationality, 
and appointments held, together with copies of testimonials. 
by 10th April, to A. MILFs. House Governor. 
BROMPTON HOSPITA W.3. Applications invited 
for the post of SENIOR suraic AL REGISTRAR (whole- 
time). The appointment is for 1 year commencing Ist June, 
1954, with eligibility by reappointment. Candidates must hold 
the Diploma of F.R. 

Applications, qualifications with dates, nationality. 
and appointments held, together with copies of testimonials, 
bv 10th April, 1954, to KENNETH A. F, MILES, House Governor. 


CONNAUGHT HOSPITAL, Walthamstow, £.17. (118 
Beds.) HOUSE PHYSICIAN required for a period of 6 months, 
vacant 20th April, 1954. 

Applications, with full details and copy testimonial, should 

be sent immediately to the Secretary, a Management 
Committee, Forest Group, Langthorne-road, 
EAST END MATERNITY HOSPITAL, 384/398, Com- 
mercial-road, London, E.1. (60 Beds. Post recognised for 
M.R.C.0.G.) RESIDENT OBSTETRICAL OFFICER required. 
6 months House Officer III and, subject to satisfactory service, 
6 months Senior House Officer. Whitley Council salaries ; 
deduction for emoluments £100 and £156 respectively. Post 
vacant from Ist May, 1954. 

Applications to Secretary, Stepney Group Hospital Manage- 

ment Committee, Raine-street, Wapping. E.1. 
HACKNEY HOSPITAL, London, E.9. (General—844 
Beds.) Applications from registered medical practitioners for 
the posts of HOUSE OFFICERS (casualty) (1 with additional 
duties in the Skin Department and 1 with additional duties 
in the E.N.T. Department). should be sent as soon as possible 
to the Groun Secretary at the above aderess. 


HAMPSTEAD GENERAL HUSPITAL AND ELIZABETH 
GARRETT ANDERSON HOSPITAL. Applications are invited for the 
post of REGISTRAR to the E.N.T. Departments at the Hamp- 
stead General and Elizabeth Garrett Anderson Hospitals. 
Duties will commence on Ist May, 1954, or as soon afterwards as 
possible. Applicants should be registered medical practitioners 
of not more than 10 years standing. 

Application forms may be obtained from the Secretary to the 
Board of Governors, The Royal Free Hospital, Gray’s Inn-road, 
V.C.1, to whom they should be returned not later than 14th 
April 1954, 
CHEST HOSPIT. Applications are invited for the post of 
MEDICAL REGISTRAR (Cardiac Department), which is 
graded Registrar, from those who have experience in angio- 
cardiography and cardiac catheterisation. The appointment is 
for 1 year with eligibility for reappointment. 

Applications, stating age and qualifications with dates, 
accompanied by copies of 3 testimonials, should be sent at 
once to THOMAS BROWN House Governor. 

London Chest Hosnital. F.2 
MUDdDFITALD FUR DISEADED Or THE CHEST. London 
CHEST HOSPITAL. 2 vacancies occur Ist June, 1954, for bey 
DENT HOUSE PHYSICIAN. Appointments for 6 months, 4 
in London, 2 at the Country Branch, near Letchworth, and 
posts are graded as House Officer. Duties include work in the 
Outpatient Department and Refill Clinic as well as in wards. 

Applications, stating age, qualifications with dates and 
previous appointments field. with copies of 3 testimonials, should 
reach the undersigned not later than 17th April. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. 
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HAMMERSMITH HOSPITAL AND INSTITUTE OF 

OBSTETRICS AND GYNAECOLOGY, Ducane-road, London, W.12. 

HOUSE OFFICER (obstetrics) required ist June. Post 
recognised for M.R.C.0.G. and D.Obst.R.C.O.G. 

2 HOUSE OFFIC ERS (gynmcology ) required Ist July. 

Posts recognised for M.R.C, 

Applications, stating age, ‘a: experience, copies 
of 2 recent testimonials, to Secretary, Board of Governors, by 
10th April. 

HAMMERSMITH, ‘WEST LONDON AND ST. MARK’S 
HOSPITALS BOARD OF GOVERNORS, Ducane-road, London, W.12, 
invite applications for following appointments :— 

(1) SENIOR REGISTRAR in the De artment of Medicine 
at Hammersmith Hospital and Postgraduate Medical School, 
vacant Ist May 

(2) SENIOR. REGISTRAR in the of Medicine 
at West London Hospital, vacant Ist M =“ 

(3) HOUSE SURGEON (general and gynecology) at West 
aR Hospital, vacant Ist June. Pre-registration candidates 
considered. 

(4) HOUSE OFFICER (pediatrics, skin, ophthalmology, 
dental) at West London Hospital, vacant Ist May. 

Applications, stating age, qualifications, experience, names 

of 3 referees, for Senior Registrar posts (copies of 2 recent testi- 
monials for house posts), to Se. retary, Board of Governors, by 
12th April. 
LANGTHORNE HOSPITAL, London, E.11. Leytonstone 
(NO. 10) HOSPITAL GROUP. Applications are invited for the 
resident post of HOUSE OFFICER (second or third post) in 
the Group Geriatric Unit at above Hospital. The post offers 
excellent scope for persons interested in this specialty, as the 
most modern methods of geriatric treatment are employed; 
supervised by a Consultant Geriatrician, with full Consultant 
Services in other branches. 

Application forms may be obtained from the Senior Medical 
Officer, Langthorne Hospital, London, E.11, to be returned by 
14th April, 1954. 

LAMBETH HOSPITAL, Brook-drive, S.E.11. Applica- 
tions are invited for the appointment of RESIDENT 
CASUALTY OFFICER, vacant on 9th May, 1954. The post 
. rex as Senior House Officer and is recognised for the 

_ Forms of application from the Physician-Superintendent. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of REGISTRAR in General Medicine. 
A higher qualification although desirable is not essential. 

Applications (12 copies), giving the names and addresses of 
3 referees, should be received.by the House Governor by 14th 
April, 1954. H. BRIERLEY, House Governor. 
LONDON JEWISH HOSPITAL, Stepney Green, t&.1. 
Applications invited for the post of RESIDENT HOUSE 
SURGEON, vacant 6th April, 1954. Tenable for 6 months, 
renewable. Salary £350, £400, or £450 p.a. according to experi- 
ence, subject to deduction at the rate of £100 for board, lodging, 
&c. Available as pre-registration appointment. 

Applications, with copies of testimonials, to the Secretary 
at the Hospital. 

LONDON CHEST HOSPITAL. Hospitais tor Diseases of 
THE CHEST. Applications are invited for the appointment of 
Part-time REGISTRAR (grading Senior Registrar). The 
duties require the equivalent of 5 notional half-days a week, 
including 1 Refill Clinic. The appointment is for 1 year renewable. 

Applications, stating age, qualifications with dates, and 

previous appointments held and accompanied by copies of 3 

stimonials, should reach the undersigned not later than 10th 
Brown, House Governor. 

London Chest Hospital, E.2. 

MEMORIAL HOSPITAL, Woolwich, S.&.18. Senior 
HOUSE OFFICER (Casualty Department). Recognised for 
F.R.C.S. 6 months appointment and may be renewed for a 
further period. Salary £670 p.a., less £150 for residence. 

_ Apply to Secretary. 

MANOR HOUSF HOSPITAL, Golders Ureen, N.W.11 
ren from Nationa! Health Service). Required, RESI- 
DENT SURGICAL OFFICER (Male). Salery £700 p.a., less 
£100 p.a. deducted for emoluments. 6 months appointment, 
renewable. 

Applications, stating age, nationality, qualifications, and 

surgical or orthopedic experience, with copies of 3 recent testi- 
monials, to Mr. W. F. PENDRILL, Secretary. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
CASUALTY OFFICER (Senior House Officer), non-resident, 
required. 6 months appointment with possible extension to 1 
year. Hours: 9 4.M.-5 P.M. Monday-Friday; 9 a.M.—1 P.M. 
Saturday; no Sundays. Duties: mainly surgical casualties 
(including fractures) and outpatients : over 2500 minor opera- 
tions @ year. 

Applications, stating age, qualifications, experience, nation- 
ality, with copies of recent testimonials and/or names of 2 
referees, to Secretary of Hospital, by 12th April. 

QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. HOUSE PHYSICIAN (Male or Female) 
required (third post) for 6 months commencing 5th May, 1954. 

Applications, with copies of recent testimonials, to Group 
Secretary, hg est Ham Group Hospital Management Committee, 
Stratford, , by 17th April, 1954. 


QUEEN ae HOSPITAL FOR THE EAST ‘END, 
ations are invited for the appointment 
of CASL FICER AND DEPUTY RESIDENT 
SURGICAL OFFICER (Male or Female) (Senior House Officer 
grade) for 1 year commencing on 5th May, 1954. The post is 
recognised for the F.R.C.S. 

Candidates should send applications, together with copies 
of 2 recent testimonials, to the Group Secretary, West Ham 
Group Hospital Management Committee, Stratford, F.15, by 
10th April, 1954. 
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QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. RESIDENT ANAESTHETIST required 
(Senior House Officer) (Male or Female) for 6 months commenc- 
". we soon as possible. The post is recognised for the 
’.F.A.R.C.S. 

Age ations, with names of 3 referees, to the Group Secretary, 

t Ham Group Hospital Management Committee, Stratford, 

E. 5 , by 17th April, 1954. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
Applications are invited from registered medical practitioners 
for the post of RESIDENT PAXDIATRIC HOUSE PHYSICIAN 
(third post) fora ponee of 6 months commencing 31st May, 1954. 
Post recognised for D.( 

Application form from See retary, Tottenham Negp 4 Hospital 
Management Committee, The Green, N.15, to be returned by 
19th 1954. 

PRINCESS BEATRICE HOSPITAL, Earl’s Court, S.W.5. 
RESIDENT HOUSE OFFICER for Casualty and Aneesthetics, 
vacant from Ist May. Post-registration. 

Applications, with copies of 2 testimonials, to House Governor. 
ROYAL CANCER HOSPITAL, Fulham-road, London, 
S.W.3. plications are invited for the post of RESIDENT 
SU TRGICAL, OFFICER (Senior House Officer) for a period of 

12 months from Ist June, — Preference given to candidates 
holding the Diploma F.R.C 

Forms of application are a from the House Governor, 
to whom applications, together with copies of 3 recent testi- 
monials, should be sent not later than 23ré April, 1954. 
ROYAL FREE HOSPITAL. Applications are invited for 
the post of SENIOR GYNAZCOLOGICAL REGISTRAR to 
the Gyneecological and Obstetric Department. The post is full 
time and recognised under the Senior Registrar establishment. 
Duties to commence on Ist July, 1954. Candidates should be 
— of the Royal College of Obstetricians and Gynzcolo- 

sts 

Applications. together with the names of 3 referees, should be 
sent to the Secretary to the Board of Governors, Royal Free 
Hospital, Gray’s Inn- road, W.C.1, not later than 30th April, 1954. 
ROYAL NORTHERN HOSPITAL, Holloway, N.7. A en 
cations are invited for 2 posts of CASUALTY O FICER ( 
Officer grade), with some duties either in the E.N.T. or oon 
Ophthalmological Departments. Posts recognised for F.R.C.S. 

Appin ations to be sent to the Hospital Secretary by 17th 
ROYAL NORTHERN HOSPITAL, N.7. (279 Beds.) 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. RESI- 
DENT SURGICAL OFFICER (Registrar grade) required at 
above Hospital. Duties include supervision of Resident House 
Officers, and acting as general ee er gon to resident staff. 
Post is recognised for F.R.C.S. Candidates may visit Hospital 
by direct appointment. 

Application forms obtainable from and returnable to the 
Secretary, Northern Group Hospital Management Committee, 
Royal Northern Hospital, Holloway, N.7, by 14th April, 1954. 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS, W.C.2. RESIDENT SURGICAL OFFICER (Senior 
Registrar grade) required for St. Paul’s Hospital on Ist June, 
1954. Applications invited from Male candidates on the British 
register who have completed their training in general surgery. 
Appointment for 6 months with opportunity for a further 6 
months if recommended. Candidates should be prepared to 
spend 1 year at the Hospital if required. 

Applications (12 copies), with 12 copies of 3 recent testi- 
monials, should reach the House Governor, St. Peter’s Hospital, 
Henrietta-street, W.C.2, by 23rd April, 1954. 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (Senior House Officer) 
to above Hospital for a period of 6 months from 7th June, 1954. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
30th April, 1954. 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (third post) to above 
Hospital for feng of 6 months from 28th June, 1954. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15. be returned by 
30th April, 1954. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Obstetrics and Gynecology to 
fill a vacancy in the approved trainee establishment at the 
Greenwich and Deptford Group of hospitals. The appointment 
will be in accordance with the terms and conditions of service 
of hospital medical and dental staffs (England and Wales) 
and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 17th Anril. 1954. 


ST. BARTHOLOMEW’S HOSPITAL, E.C.1, LONDON 
HOSPITAL, E.1. NORTH EAST METROPOLITAN REGIONAL HOSPITAL 
BOARD. App ne are invited for an appointment of SENIOR 
REGISTR XR in Anzesthetics to be held for 4 years, subject to 
annual re-election, as follows :— 

Ist year : St. Bartholomew’s Hospital ; 

-_ te i. North Middlesex Hospital ‘or Southend General 

ospita! 

3rd year : The London Hospital ; 

4th year : At 1 of the above by arrangement. 

Applications, with the names of 3 referees, should be sub- 
mitted to the og ag by Wednesday, 21st April, 1954. 

C. CaruUs-WILSON, Clerk to the Governors, 

St. s Hospital, E.C.1. 
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ST. BARTHOLOMEW’S HOGPITAL, E.C.1. North East 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications are 
invited for a post of SENIOR REGISTRAR in Geounel Medicine, 
to be held for 2 years at St. Bartholomew’s Hospital, for 1 year 
at Chase Farm Hospital or the North Middlesex Hospital, and 
for 1 year in a special unit and/or on research work, subject to 
annual re-election. 

Applications, with the names of 3 referees, should be sub- 
mitted to the undersigned by Wednesday, 21st April, 1954. 

Cc. C. Carus-W Clerk to the Governors. 
St. Bartholomew’s Hospital, E.C 


ST. JAMES’ HOSPITAL, ‘Balham, S.W.12. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGIS- 
TRAR (surgical) required. Post vacant June. 

Application forms (send stamped addressed foolscap envelope) 
obtainable from Group Secretary, Wandsworth Hospital Group, 
14, Atkins-road, Balham, S.W.12, to be completed and returned 
by 17th April. 

THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy fora RESIDENT 
AURAL REGISTRAR (Registrar grade) on Ist July, 1954. 

Further particulars and form of application, which must be 
returned not later than Monday, 3rd May, 1954, may be obtained 
from the undersigned. 

. F. RUTHERFORD, House Governor and Secretary. 
WOOLWICH GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (anesthetics). 2 posts 
vacant April at Memorial Hospital, Woolwich, and at St. 
Nicholas Hospital, Plumstead. Recognised for F.F,.A.R.C.S. 
and D.A. 6 months appointments and may then be renewed. 
Salary £670 p.a., less £150 p.a. for residence. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 
s. 
AYLESBURY. 


ROYAL BUCKINGHAMSHIRE AND 
ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE, AYLESBURY, 
BucKsS. Applications are invited for the following appointments :— 

SENIOR HOUSE OFFICER (pathology) for a busy and 
well-equipped laboratory at Stoke Mandeville Hospital, in which 
all branches of pathology for 1000 Beds are undertaken. Salary 
£670 p.a. Single accommodation will be available in the Medical 
Officers’ Quarters 

Applications, “with copies of 2 testimonials, should be on 
warded to the Administrative Officer, Stoke Mandeville Hospital, 
Aylesbury, as soon as possible. 

toke Mandeville Hospi ta 

SENIOR HOUSE OFFICER (dental) in the Department of 
Plastic Surgery and Jaw Injuries of Stoke Mandeville Hospital. 
Accommodation will be available in the Medical staff quarters. 

HOUSE PHYSICIAN for the Peediatric Department, vacant 
16th April. The post qualifies for D.C.H. Duties will include care 
of children in Infectious Diseases Unit, Plastic Unit and Out- 
patients Department, Royal Buckinghamshire Hospital. Recog- 
nised pre-registration post, applications from registered practi- 
tioners will be considered. 

RESIDENT HOUSE PHYSICIAN for Medical Department, 
vacant Ist May. Recognised pre-registration post, applications 

m registered practitioners will be considered. 

Applications for the above 3 posts, with copies of 2 recent 
testimonials, to the Administrative Officer. 
AYRSHIRE CENTRAL HOSPITAL. Maternity ‘Section. 
(98 Beds.) Applications are invited for the a of 
JUNIOR HOSP AL MEDICAL OFFICER. Hospital recog- 
nised for M.R.C (Obstetrics) and D. Obst.R.C.0.G. Duties 
involve work at os supervision of Consultant Obstetrician/ 
Gynecologist in Hospital and ante-natal clinics in County. 
Nationa! scale. 

a. stating age, nationality, qualifications, and 

erience, to Area Medical Superintendent, 1, Hill-street, 

immediately. 


HOSPITAL, ‘Ashford, K Kent. Applications are 
invited for the appointment of SENIOR HOUSE SURGEON 
at the above Hospital. Applicants should have held at least 
3 hospital posts. The pg a oes will be tenable for a year. 
Salary £670 a year, less a deduction of £150 a year for residential 
emoluments. 

Application, stating age, qualifications and the names and 

addresses of 2 referees, should be made to the Group Secretary, 
* Ash-Eton.”” Radnor Park West, Folkestone. 
ASHFORD HOSPITAL, Ashford, Kent. Applications 
are invited for the appointment of RESIDENT HOUSE 
SURGEON (casualty and orthopedics) at the above Hospital. 
Salary £350, £400, or £450 a year, according to experience. 
A deduction of £100 a year will be made in respect of residential 
emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, “* Ash-Eton,”’ 
, Folkestone. 


KENT. WILLESBOROUGH HOS- 
PITAL. Applications are invited for the post of RESIDENT 
HOUSE SURGEON (obstetrical and gynecological) at the 
above Hospital. The appointment is recognised for the 
D.Obst.R.C.O0.G. and will be tenable for a period of 6 months. 
Salary £350, £400, or £450 a year, according to experience. 
A deduction of £100 a year will be made in respect of residential 
emoluments. 

Applications, stating age, qualifications, experience, and the 
names and addresses of 2 referees, should dressed to the 
Group Secretary, ‘“‘ Ash-Eton,’”’ Radnor Park West, Folkestone. 
ASHFORD (near), KENT. WILLESBOROUGH HOS- 
pitaL. Applications are invited for the appointment of HOUSE 
ie ype at the above Hospital. Good experience in general 

with some casualty work. Married quarters available. 
Salary *93: 50, £400, or £450 a year, less £100 a year for residential 
emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of referees, should be forwarded to the Group 
Secretary, ‘‘ Ash-Eton,’’ Radnor Park West, Folkestone. 


ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON (Male) required at above Hospital for 
Traumatic and Orthopedic Unit. 6 months appointment, vacant 
25th April, 1954. Preference given to pre-registration candidates. 

Applications, stating age, oe and experience, with 

copies of up to 3 recent testimonials, to Medical Direc tor of 
Hospital. 
ARLESEY, BEDFORDSHIRE. THREE COUNTIES 
HOSPITAL (Mental). (1350 Beds.) NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. PSYCHIATRIC REGISTRAR 
(resident or non-resident) required at above Hospital. All forms 
of treatment carried out and outpatient clinics held at the loval 
general hospitals. Facilities for research work and for attendance 
at D.P.M. and other courses in London. Hospital may be visited 
by direct appointment. 

Applications forms obtainable from, and returnable to, Medical 
Superintendent, Three Counties Hospital, Arlesey, Beds, by 
19th April, 1954. 
ABERYSTWYTH. GENERAL HOSPITAL. (Hospital 
is recognised for F.R.C.S. examination.) MID-WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for the resident post of SENIOR 
HOUSE OFFICER at the above Hospital. 

Full particulars, stating age, qualifications, and experience, 
should be addressed to— 

J. Price THOMAS, Secretary, 
Mid-Wales Hospital Management Comamittes. 

General Hospital, Abervstwvth. 
ABERYSTWYTH. GENERAL HOSPITAL. 
recognised for F.R.C.S. examination.) MID-WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
newly qualified medical practitioners seeking pre-registration 

osts under the Medical Act, 1950, for the resident post of 

OUSE SURGEON at the above Hospital. Busy General 
ae a rag Salary on national scale less deduction for board and 
odging 

Applications, with 2 testimonials, to the Group Secretary, 

Mid-Wales Hospital Management Committee, General Hospital, 
Aberystwyth, immediately. 
ABERDEEN GENERAL HOSPITALS BOARD OF MAN- 
AGEMENT. Applications are invited for the post of SENIOR 
HOUSE OFFIC: ER in Obstetrics and Gynecology for 1 year 
from Ist June, 1954, for duties in Aberdeen Royal Infirmary, 
Aberdeen Maternity Hospital, and Woodend General Hospital. 

Applications, stating age and qualifications with dates, and 
details of experience, together with the names of 2 persons to 
whom reference can be made, or 2 recent testimonials, to the 
Group Secretary, Aberdeen General Hospitals, 62, Queen’s-road, 
Aberdeen. 
ABERVEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the appointment of 
REGISTRAR in General Medicine at the Aberdeen Royal 
Infirmary and Woodend General Hospital. Conditions of service 
in accordance with the terms issued by the Department of 
Health for Scotland. 

Applications, with the names of 2 referees, should be lodged 
with the Secretary, Aberdeen General Hospitals, 62, Queen’s- 
road, Aberdeen, within 14 days of the appearance of this 
advertisement. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEON required at Ashton- 
under-Lyne General Hospital. Preference will be given to 
pre- registration applicants. Recognised for F.R.C.S. (Eng.). 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 3 testimonials, should be 
forwarded to the Group Secretary, Astley-road, Stalybridge, 
Cheshire, as soon as possible. 


BARNSTAPLE. NORTH DEVON INFIRMARY. (Centrat 
Group Hospital of 110 Beds.) SENIOR HOUSE OFFICER 
required, who will advise pre-registration staff in their work, 
and whose duties will include responsibility for special depart - 
ments. Post tenable for 1 year in the first instance. Salary 
£670 p.a. Furnished flat available for family if required. 

Applications, including the names of 3 referees, to Group. 
Secretary, 19, Alexandra- -road, Barnstaple. 


(Hospital 


BARROW-IN-FURNESS. NORTH LONSDALE 
PITAL. BARROW AND FURNESS HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for a post of SENIOR HOUSE 
SURGEO on at the North Lonsdale Hospital, Barrow-in-Furness ; 
post recognised for F.R.C.S. 
scale. 

Applications to Group Secretary, 52, Paradise-street, Barrow- 
in-Furness. 


BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. BARROW AND FURNESS HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for a post of SENIOR HOUSE 
PHYSICIAN at the North Lonsdale Hospital, Barrow-in- 
Furness. National conditions and salary scale. 

Applications to Group Secretary, 52, Paradise-street, Barrow- 
in-Furness. 
BATH. ST. MARTIN’S HOSPITAL. Applications are 
invited eo medical practitioners for post of HOUSE PHYSI- 
CIAN at above Hospital. Post recognised for pre-registration 
purposes. 

Applications, stating age, qualifications and experience, 
should be forwarded with 3 testimonials to— 

LAWRENCE MEARS, Secretary 
Bath Hospital Management C ‘ommittee. 

Manor Hospital, Bath. 
BEXHILL HOSPITAL, Bexhill, Sussex. (62 Beds.) 
2 HOUSE SURGEONS. Posts now vacant. A small modern 
hospital on the South Coast, considerable acute surgical work 
and busy Outpatient Department, excellent all-round experience. 
National! scale of salary 

Apply to Hospital 


National conditions and salary 
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BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE BURY GENERAL HOSPITAL. SENIOR HOUSE 
OFFICER (surgical), resident or non-resident, at the above 
Hospital. Salary and conditions of service in accordance with 
national rules 

‘Applications should be made to— 

H. WILKINSON, Esq., Group Secretary. 
Bury General Hospital, Bury, Lancs. 


BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. House 
SURGEON required (regognised for pre-registration and by 
the Royal College of 8 ons for the F.R.C.S.) in Unit of 
General Surgery (approximately 85 Beds) under the control of 2 
Consultant Surgeons. Vacant on Ist May, 1954. 

Applications to the Secretary, enclosing copies of 2 recent 

testimonials. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (790 
Beds.) SENIOR HOUSE OFFICER ANASSTHETIST required 
(resident), duties and a possible period of residence also at other 
hospitals in Group. Extensive experience not necessary. Appoint- 
ment recognised for training for Diploma in Anesthetics and 
F.F.A.R.C.S. Duties include list and emergency work in general 
surgery, gynecology, obstetrics and 

Detailed applications to Secretary. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRM- 
INGHAM, 16. Applications are invited for the post of NON- 
RESIDENT MEDICAL REGISTRAR to commence duty on 
Ist May or earlier. M.R.C.P. and/or D.C.H. preferred. 

Application forms to be obtained from the House Governor 
and returned immediately. 

G. A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of REGISTRAR 
in Radiot nang 4 (non-resident), Registrar grade, for duties at the 
Radiotherapy Centre of the United Birmingham Hospitals. 
The post is tenable for 1 year in the first instance. Candidates 
should have obtained Part I of the appropriate diploma and 
should have practical experience in radiotherapy. Salary will 
be in accordance with the terms and conditions of service of 
hospital medical and dental staffs. 

Application forms may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Edgbaston, Birmingham, 15, and should be returned to him not 
later than 17th April, 1954. 


BIRMINGHAM. ©THE UNITED BIRMINGHAM HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. Applications are invited 
for the post of SENIOR HOUSE OFFICER for duty in the 
Medical Professorial Unit. The post is now vacant and is tenable 
for 1 year. Candidates must be registered medical practitioners 
and have held a resident appointment. 

Forms of application may be obtained from, and should be 
returned not later than Ist May, 1954, to, the Secretary, United 
Birmingham Hospitals, Queen Elizabeth Hospital, Birmingham, 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. Applications are invited 
for the post of MEDICAL REGISTRAR (non-resident), Senior 
Registrar grade, for duty in the Department of Neurology. The 
post is tenable for 1 year in the first instance. Candidates should 
preferably have had resident experience in either a special 
Neurological Hospital or a Neurological Department in a general 
hospital. Salary will be in accordance with the terms and 
conditions of service of hospital medical and dental staffs. 

Forms of application may be obtained from and should be 
returned not later than 24th April, 1954, to the Secretary, 
United Birmingham Hospitals, ‘pacen Elizabeth Hospital, 
Birmingham, 15. 

PITALS. THE QUEEN ELIZABETH HO L. Applications are 
invited for the post of RESIDENT C L. INIC AL P A THOL OGIST 
(Gontor House Officer) in the Department of Bacteriology and 
Clinical Pathology. This officer will act as 1 of the 3 blood-bank 
Officers in addition to routine work in the department. Previous 
experience in clinical pathology is not essential but applicants 
should have had Beng yn postgraduate experience. The 
appointment will be for 12 months from Ist June, 1954. Further 
articulars can be obtained from the Director of Clinical 
athological Services. 

Application forms may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned to him not later than 
17th April, 1954. 


BIRMINGHAM. “THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM AND MIDLAND HOSPITALS FOR WOMEN 
(incorporating the Hospital for Women and the Birmingham 
Maternity Hospital), Showell Green-lane, SPARKHILL, BIRMING- 
HAM, 11. Applications are invited for the post of OBSTETRICAL 
AND GYNAZXCOLOGICAL REGISTRAR, vacant on Ist July, 
1954. The successful candidate will be required to alternate 
duty at the Hospital for Women and the Maternity ponpteal, 
for specified periods. The post is recognised ‘for the M.R.C.O.G., 
and applicants should have held house appointments and at 
least 1 obstetrical and gyneecological post. 

Forms of application may be obtained from, and should be 
returned not later than 17th April, 1954, to, the House Governor 
at the above address. G. A. PHALP, Secretary, 

The United Birmingham Hospitals. 
BIRMINGHAM AND MIDLAND EYE HOSPITAL, 
Chureh-street, BIRMINGHAM, 3. HOUSE SURGEON required. 
Post vacant during May. Appointment is for 6 months but 
renewable. Hospital carries resident staff of 5 and provides a 
2-year course of instruction, which is recognised for the Diploma 
ot D.O. (England ) and F.R.C.S. (England) in Ophthalmology. 
Wide experience available in all branches, including surgery. 

Detailed applications to Secretary, Dudley Road Hospital, 
Birmingham, 18. 
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BIRMINGHAM AND MIDLAND EAR AND THROAT 
HOSPITAL, Edmund-street, BIRMINGHAM, 3. HOUSE SURGEON 
(resident) required. 

Detailed applications, accompanied by 2 recent testimonials, 
to the Secretary, Dudley Road Hospital, Birmingham, 18. 


BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. RESIDENT SURGICAL OFFICER (Senior House 
Officer). Post vacant immediately. Good experience in general 
surgery ; 5 other Resident Medical staff. 

Applications to the Medical Superintendent. 
BIRMINGHAM ACCIDENT HOSPITAL AND REHABILI- 
TATION CENTRE, Bath-row, BIRMINGHAM, 15. (215 Beds.) 
HOUSE SURGEONS (Male or Female). Posts vacant immedi- 
ately, including 1 for Pre-registration Service. Recognised for 
F.R.C.S. The appointments will be for a period of 6 months, 
of which 2 may be spent in the Burns Unit (Medical Research 
Council). The Hospital is the largest Traumatic Unit in the 
country, and treats 50,000 new patients each year. Posts are 
open to registered practitioners and offer ample pg ota 
for practical experience in the management of all types of 
injury and teaching by the Consultant staff. 

Applications to the Administrator. 


BIRMINGHAM ACCIDENT HOSPITAL AND REHABILI- 
TATION CENTRE, Bath-row, BIRMINGHAM, 15. Applications are 
invited from registered practitioners for the post of RESIDENT 
SURGICAL OFFICER (Senior House Officer grade), vacant 
immediately. The Hospital is the largest Traumatic Unit in the 
country, and treats 50,000 new patients each year. The post 
offers ample opportunity for practical experience in the manage- 
ment of all types of injury, and teaching by the Consultant staff. 

Applications to Administrator. 
BIRMINGHAM. THE SKIN INPATIENT 
DEPARTMENT,  George-road, BIRMINGHAM, 5. Required, 
SENIOR HOUSE OFFICER or HOUSE OFFIC ER according 
to experience. Inpatient Department is modern and well 
equipped, providing facilities for study of skin diseases. Success- 
= as will be required to assist Consultant at outpatient 
clinics. 

Applications, with copies of 2 recent testimonials, to the 

Secretary, Dudley Road Hospital, Birmingham, 18 

BRRMINGHAM REGIONAL HOSPITAL BOARD. 
WOLVERHAMPTON GROUP og 16 HOSPITAL MANAGEMENT COM- 
MITTEE Applications are invited for 2 posts as Part-time 
NON-RESIDENT CLI Nicar ASSISTANTS to the Wolver- 
hampton and Midland Counties Eye Infirmary for 3 sessions 
each per week. Possession of a Diploma in Ophthalmology wil! 
be an advantage. The persons appointed will work in association 
with the Consultants serving this Hospital. The duties of each 
post will consist mainly of attendance and assisting the ns 
sultants at the outpatient clinics on 3 mornings per week. 
The appointments will be subject to the National Health bervinw 
superannuation regulations and in accordance with the terms and 
conditions of service of hospital —" Py dental staffs 
(England and Wales) dated 7th June, 1949, as amended. 
Remuneration will be as in para. 10 (b) of the: aforesaid document 
—i.e., £525 p.a. for 3 sessions per week. 

Applications, together with the names of 3 referees, should 

forwarded to W. CocKBURN, Group Secretary, Wolver- 

hampton Group No. 16 Hospital Management Committee. 
The Royal Hospital, Wolverhampton. Canvassing of .-y 


of the Hospital Management Committee will lead 
qualification. 7 
BIRMINGHAM REGIONAL HOSPITAL BOARD. United 
BIRMINGHAM HOSPITALS. Whole-time REGISTRAR in Thoracic 
Surgery ; joint appointment—duties equally divided between 
both Boards. Candidates must have good surgical training 
and some experience in thoracic surgery. Higher surgical 
qualifications an advantage. Successful candidate expected 
to reside at Regional Thoracic Centre, Hill Top Hospital. 
Bromsgrove. 

Application forms from Secretary, Birmingham Regional 
Hospital Board, 10, Augustus-road, Birmingham, 15, to be 
returned before 19th April, 1954. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Herefordshire Group of hospitals, County Hos- 
pital, Hereford 
Ww ueledine REGISTRAR in General Surgery. Duties mainly 
at General (154 Beds—71 surgical beds including fracture and 
orthopedic) and County (310 Beds—surgical) Hospitals. 
Hereford. Post recognised for F.R.C.s. Resident. 
(2) Stoke-on-Trent Hospital Management Committee, 
Princes-road, Stoke-on-Trent 
(a) North Staffordshire eee infirmary (475 Beds) 
Whole-time REGISTRAR in E.N.T. Experience 
specialty essential—resident or non- -resident 
(6) Cheshire Joint Sanatorium (305 Beds) 
Whole-time REGISTRAR in Chest Diseases. Experience in 
general medicine required. 
(c) Biddulph Grange Orthopaedic Hospital (104 
Children’s Beds) 
Whole-time REGISTRAR in Orthopedics. Extensive 
experience in long-stay cases available. Resident. 
Application forms from Group Secretaries, to be returned 
before 19th April, 1954. Candidates may visit hospitals. 


BIRMINGHAM. GROUP 25 BIRMINGHAM (SELLY 
OAK) HOSPITAL MANAGEMENT COMMITTER. Vacancy occurs for a 
SENIOR HOUSE OFFICER in Pathology in the main labora- 
tory of this Grovp situated at Selly Oak Hospital. The post is a 
residential one and experience in hematology is an advantage 
but not essential. Salary in accordance with regulations. 

Applications to the Pathologist, Selly Oak Hospital, 
Birmingham, 29. 
BIRMINGHAM, 29. SELLY OAK HOSPITAL. (1059 
Beds.) SENIOR HOUSE OFFICER (anesthetics), resident or 
non-resident. This post offers exceptional opportunities for 
reading for higher qualifications. 

Apply to Medical Superintendent. 
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BIRMINGHAM, 29. SELLY OAK HOSPITAL. (1059 
Beds. ) Applications invited for the post of CASUALTY 
OFFICER (Senior House Officer), resident or non-resident. 
Xecognised for F.R.C.S. 

Applications, giving qualifications, experience and age with 
copies of 3 recent testimonials, to the Medica) Superintendent. 
BISHOP’S STORTFORD AND DISTRICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD. HERTS. (67 Beds—medical, 
surgical, and maternity. Midway between London and Cam- 
bridge. Railway from Liverpool Street.) Applica- 
tions are gistered medical practitioners for a 
RESIDENT HOU oe ‘OFFIC ER (first or second post held). 
salary £350-£400 p.a., less £100 p.a. residential emoluments. 
Appointment to commence as soon as possible. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary, Haymeads 
Hospital, Bishop’s Stortford, Herts. as 
BRADFORD. ROYAL EYE AND EAR HOSPITAL. 
HOUSE SURGEON (ophthalmology), vacant now. Recognised 
for D.O.M.S. and F.R.C.S. Salary £350-£450 p.a., less £100 p.a. 
residential emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, with copy testimonials, to Secretary, Bradford 
Royal Infirmary. 

BRADrFUKD ROYAL INFIRMARY 

SENIOR ORTHOPADIC HOUSE SURGEON /CASUALTY 
OFFICER, vacant now. Recognised for F.R.C.S. Salary £670 
p.a., less £130 p.a. residential emoluments. 

ORTHOPADIC HOUSE SURGEON /CASUALTY OFFICER, 
vacant ~ Recognised for F.R.C.S. and pre-registration 


purp 

HOUSE x vacant Ist May. Recog- 
nised for D.A F.F.A. R.C.8. Opportunities for plastic and 
intrathoracic e, 

Salary for either above 2 posts £350-£450 p.a., less £100 p.a. 
residential emoluments. 

Applications for any of above posts, stating fae nationality. 
qualifications and d experience with copy testimonials to Secretary. 
BRADFORD. ST. LUKE’S HOSPITAL. 

HOUSE ee ON (general and plastic), vacant Ist May. 
Recognised for pre-registration purposes. 

HOUSE OFFIC ER (peediatrics), vacant Ist May. Recognised 
for pre-registration purposes. 

HOUSE OFFICER (anesthetics), vacant now. Recognised 
for D.A. and F.F.A. R.C.8. Opportunities for plastic and intra- 
thoracic experience. 

Salary for any of the above posts £350-£450 p.a., less £100 
p.a. residential emoluments. 

Applications, stating age, nationality, qualifications and 
«xperience, with copy testimonials, to Secretary, Bradford Royal 
BLACKBURN. ROYAL INFIRMARY. (262 acute beds.) 
SENIOR HOUSE SURGEON required to take up duty mid- 
= This post is recognised for F.R.C.S. and offers the holder 

rr opportunity to practice general surgery under the control 
of — tant Surgeons, over 100 Beds being allocated to this 
specialty 

Apply to Secretary of Committee. Royal Infirmary. Blackburn. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTER. Applications are jnvited for the following 
HOUSE SURGEON 

Queen’s Park Hospital, Blackburn (644 general including 234 
acute beds). 

Royal Infirmary, Blackburn (262 acute beds). 

Victoria Hospital, Accrington (112 acute beds). 

Approved for pre-registration purposes. Recognised for F.R.C.S. 
pply to the Seeretary of Committee, Royal Infirmary, 
Blackburn. 

SENIOR HOUSE OFFICER (este gedics and casualty) 
required. Post, recognised for F.R.C.S offers wide experience 
in this s ialty in the Outpatient wa Casualty Departments 
and wards of Blackburn Royal Infirmary. 

Apply to the Secretary of Committee, Royal Infirmary, 
BOLTON DISTRICT GENERAL HOSPITAL. ~~ Beds 
for obstetrics and 30 for gynecology BOLTON 
AND DIS OSPITAL MANAGEMENT. COMMITTEE. RESIDENT 
HOUSE OFFIC ER for the Department of Obstetrics and 
Gynecology, vacant towards end of April, tenable for 6 months 
and recognised under the Pre-registration Service scheme. 
Hospital recognised for M.R.C.O.G. and D.Obst. R.C.0O.G. 

Applications, stating age, nationality, qualifications and 
experience, and the names of 2 referees, should be sent immedi- 
ately to H. P. TRAvis, Group Secretary. 

The Royal Infirmary, Bolton. 


BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE GROUP HOSPITALS. SENIOR HOUSE OFFICER 
for duties in the E.N.T. Department (78 Beds) of the Group 
Hospitals. Vacant now. Recognised for F.R.C.S. and D.L.O. 

Applications, with details of experience, &c., together with 
the names and addresses of 2 referees, to the Administrative 
Officer, Royal Sussex County Hospital, Brighton, 7 
BRIGHTON. SUSSEX EYE HOSPITAL. (56 Beds.) 
HOUSE SURGEON required at the above Hospital, vacant 
1st April. Recognised for D.O. Successful applicant will be 
considered for senior post (Senior House Officer) on completion 
of 6 months. 

Applications stating age, qualifications and experience, and 
naming 2 referees, to the Administrative Officer. 


BURTON-ON-TRENT GENERAL INFIRMARY. (240 
acute beds.) Applications are invited for the post of HOUSE 
SURGEON (obstetric and some general and gynecological 
duties). Designated for Pre-registration Service. The Hospital 
is recognised for the F.R.C.S. 
“yyy with full details, naming 2 referees, should be 
sent te the Secretary. 


BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopeedic surgery). First, second, third, or pre-registration 
post ; tenable for 6 months. Recognised for F.R.C.S. Salary 
as scale plus £50 p.a. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Colchester Hospital Management Com- 
mittee, 14, Pope’s-lane, Colchester, Essex 
BRISTOL. COSSHAM | FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. FRENCHAY HOSPITAL. HOUSE 
SURGEON (Thoracic Surgery Department). House Surgeon 
required in the above department, which is the regional Thoracic 
Surgery Centre (120 Beds) for the South West. 

Applications with full particulars should be addressed to the 
Group Secretary Frenchay Hospital, Bristol, quoting 

* Thoracic.” 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) GENERAL SURGICAL AND URO- 
LOGICAL HOUSE SURGEON (pre-registration, first, second, 
or third post). The above post, which is recognised for the 
F.R.C.S., becomes vacant early May, 1954. National Health 
Service salary and conditions. 

Applications, together _— copies of 2 pestinenials, to be 


CANTERBURY. KENT CANTERBURY Hos- 
PITAL. (276 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER (casualty) which is now vacant. 
Salary £670 p.a. Recognised for the F.R.C.S. 

Applications to be sent to the Hospital Secretary at the 

above Hospital. 
CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) Cardiff 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (non-resident) required in Casualty Department, 
to commence Ist May, 1954. 

Application form immediately from Group Secretary, Cardiff 
Hospital Management Committee. 44, Cathedral-road, Cardiff. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botleys Park War Hospital). (430 Beds.) Required, SENIOR 
HOUSE OFFICER (Orthopedic Department). Previous 
orthopeedic experience not essential. Appointment very suitable 
for candidate reading for a higher grade qualification and is 
recognised for the F.R.C.S. 

Applications, together with names and addresses of referees, 
to Physician-Superintendent, as soon as possible. 
CHESTERFIELD ROYAL HOSPITAL. Resident Casualty 
OFFICER (pre-registration grade or Senior House Officer if 
ae appointed has sufficient experience) required at above 

Tospital, 18th April, 1954. Ministry of Health salary and 
conditions. The Casualty Department includes 2 Junior and 1 
Senior Casualty Officers, and the post is recognised for F.R.C.S. 
training. Duties are primarily in the Casualty Department, but 
by mutual arrangement 1 Casualty Officer performs duties in the 
Accident and Orthopedic Department, so that opportunities 
occur for all 3 officers to gain experience in that specialty. 

Apply in detail, with copies of recent testimonials, to— 

H. BOoonr, Secretary, 

Chesterfield ‘Hospital Management (¢ ‘ommittee. 
CHICHESTER. GRAYLINGWELL HOSPITAL. Reg is- 
TRAR required at the above Psychiatric Hospital which oa 
Departments of Research and Neurology eand to which are 
attached 3 active outpatient clinics. All modern treatme — 
are practised and organised training is given for D.P.M 
Furnished accommodation available for single officer. Candi- 
dates may visit the Hospital by arrangement with the Medical! 
Superintendent. 

Application forms (obtainable from the Group Secretary ) 
are returnable within 14 days of the appearance of this 
advertisement. 

COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following posts :— 
Essex County Hospital, Colchester (189 Beds) 

SENIOR HOUSE OFFICER (Casualty and Radiotherapy 

Deperecs*)- Post tenable for 6 months or 1 year. Recognised 


for F.R.C 

SENIOR HOUSE OFFICER (anesthetics). Post tenable for 
1 year. The successful candidate will be called upon to give 
anesthetics in other hospitals in the Group. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, 14, Pope’s-lane, Colchester, Essex. 
CROYDON. QUEEN’S HOSPITAL. (450 Beds.) Junior 
HOSPITAL MEDICAL OFFICER (whole-time) for Geriatric 
Unit required as from Ist June. Previous experience in geriatrics 
desirable. Accommodation provided for nights on duty. Candi- 
dates invited to visit Hospital by arrangement with Consultant. 

Application forms, obtainable from GEORGE A. PAINES, 
Group Secretary, Hospital Management Committee, General 
Hospital, Croydon, to be returned not later than 15th April. 


CROYDON. GENERAL HOSPITAL. (200 Beds.) 
CROYDON GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR required at above Hospital as from Ist June. 
Post resident or non-resident. Candidates should be experienced 
in surgery and possession of higher surgical qualification an 
advantage. 

Application forms obtainable from GrorGE A. PAINES, 
oo Secretary, Hospital Management Committee, General 
Hospital, ‘London- -road, Croydon, to be returned by 15th April. 


DERBY. DERBYSHIRE ROYAL INFIRMARY. Resident 

HOUSE SURGEON (pre-registration), vacant immediately. 
Applications, with copies of 2 recent testimonials, should be 

sent to Secretary at the Infirmary. 

DERBY. CITY HOSPITAL. House Surgeon (pre- 

registration) or SENIOR HOUSE OFFICER, now vacant. 
Applications, stating full details, together with copies of 2 

recent testimonials, should be sent to the Medical Superinte AF lh 
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CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
PHYSICIAN for 6 months from 2nd June, 1954. Recognised 
Pre-registration Service. 

Apply, stating age, nationality, qualifications, and experience, 
with dates, and copies of 3 testimonials, by 17th April. Inter- 
viewing date 27th April. a 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications are invited for the post of RESIDENT 
ANZASSTHETIST at this busy Hospital, which has been approved 
for Pre-registration Service. _The post, which became vacant 
at the end of March, 1954, offers varied experience in pleasant 
surroundings 4 residents on the staff, salary at the rate of 
£350, #4006 < ‘Or £150 a year, according to experience. A deduc- 
tion of £100 a year made in respect of residential emoluments, 
Duties may include acting in the medical wards or casualty. 
Appointment for 6 months in first instance. 

Applications, stating full details, with copies of 2 recent 
testimonials, to the Secretary, Noble’s Hospital, Douglas, 
Isle of Man. 

DONCASTER. ROYAL INFIRMARY. (330 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
MEDICAL REGISTRAR required. Appointment for 
year in the first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 12th April, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
Locum RESIDENT SENIOR CASUALTY HOUSE OFFICER 
required at above Hospital for 2 weeks commencing 10th April, 
1954. Salary at the rate of 8g p.a. Deduction for board and 
lodging at the rate of £130 

immediately to Medical Director. 

GWARE GENERAL HOSPITAL. (715 Beds.) Resident 
SENIOR HOUSE OFFICER in Pathology required at above 
Hospital, vacant 5th May, 1954. Salary £670 p.a. Deduction 
of £130 p.a. for board lodging, &e. 

Applications, stating age, qualifications and experience, 
together with the names of 2 referees, to Group Secretary, 
a General Hospital, Edgware, Middlesex, by 10th April, 

5 
EDGWARE GENERAL HOSPITAL. (715 Beas.) tworch 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Part-time 
SENIOR REGISTRAR in Dermatology required for 2 half- 
day sessions per week at above Hospital. Hospital may be 
visited by direct appointment with Medical Director. 

Application forms obtainable from and returnable to Group 
Secretary, Hendon Group Hospital Management Committee, 
— General Hospital, Edgware, Middlesex, by 17th April, 

54. 


EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) 2 SENIOR SURGICAL CASUALTY HOUSE 
OFFICERS (resident), required at above Hospital, vacant in 
June, 1954. 

Apply, giving age, qualifications and details of experience, 
together with the names and addresses of 2 referees, to Group 
Somer. Edgware General Hospital, not later than 17th April, 

54. 
GOGARBURN INSTITUTION BOARD 
OF MANAGEMEN 

PSYCHIA’ TRIC REGISTRAR (whole-time). Applications 
are invited for the above post. The Institution is a recognised 
training school for the D.P.M., offers scope for wide experience 
in all branches of Mental Deficiency and Child Psychiatry and 
is attached to Edinburgh University for teaching purposes. 
Accommodation available for unmarried person only. 

Applications to the Secretary, Gogarburn Institution, Corstor- 
phine, Edinburgh, 12. 

HOUSE OF Fic ER (Male or Female) for the above Hospital. 
Salary according to scale. Excellent opportunity for training in 
all branches of Mental Deficiency and Child Psychiatry. 

Applications to Gogarburn Institu- 
tion. Corstorphine, Edinburgh, 


EAST CUMBERLAND WOSPIFAT MANAGEMENT 
COMMITTEE. Appointment of House Officers. Applications are 
invited for the following appointments :— 

Cumberland Infirmary, Cartisie (340 Beds) 

1 HOUSE OFFICER (“ Specials "—E.N.T. and Eyes). 

1 SENIOR HOUSE OFFICER (orthopedics). 

Applications, with names of 2 referees, should be forwarded 
immediately to the Secretary, East Cumberland Hospital 
Management Committee, Cumberland Infirmary, Carlisle. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
SENIOR HOUSE OFFICER ANASTHETIST 
immediately. Post recognised for the D.A. and F.F.A. R.C.S. 
12 months appointment. 

Application, giving the names and addresses of 2 referees, to 
the Secretary of the Management Committee. 


ENFIELD WAR yee HOSPITAL, Chase-side: 
ENFIELD, MIDDLESEX. ENFIELD GROUP HOSPITAL MANAGEMENT 
OOMMITTEE. RESIDENT SENIOR HOUSE OFFICER required 
for general medical and surgical duties in this acute General 
Hospital of 61 Beds. 12 months appointment. 

Applications, with the names and addresses of 2 referees, to 
the Secretary, Enfield Group Hospital Management Committee, 
Chase Farm Hospital, The Ridgeway, Enfield. a 
EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
RESIDENT SENIOR HOUSE OFFICER (anesthetics), 
vacancy occurring 15th May, 1954. Post recognised for D.A. 
Busy general hospital with easy access to London. Salary on 
national scale, less deduction for board, lodging, &c. 

Applications, with copies of 2 recent testimonials, to the 
Group Secretary, Epping Group Hospital Management Com- 
= St. Margaret’s Hospital, Epping, Essex, by 17th April, 
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FARNBOROUGH HOSPITAL, Farnborough, Keat. 
SENIOR HOUSE OFFICER in E.N.T. Department required 
for 1 year from 7th May, 1954. Salary £670 a year, less £150 
for residence. Recognised for D.L.O 

Apply, stating age, mmiedliee with dates, previous 
experience, and naming 3 referees, to the Administrative Officer 
not later than 19th April, 1954. 

FARNBOROUGH HOSPITAL, Farnborough, Kent. 
CASUALTY OFFICER required for 1 year in the first instance. 
Salary £670, less £150 for residence. 

Apply, giving age, qualifications with dates, and experience, 
and naming 3 referees, to the Administrative Officer. 
FRODSHAM. LIVERPOOL HOSPITAL, Kingswood, 
FRODSHAM, CHESHIRE. (135 Beds.) Applications are invited 
from registered medical practitioners for the position of JUNIOR 
HOSPITAL MEDICAL OFFICER at the above Hospital, 
which is for the treatment of pulmonary tuberculosis. Salary 
£700-£50-£1000 p.a., less deduction for residence. Resident 
accommodation for a ’ single person, or house if married. 

Applications, stating age, qualifications and experience, 
together with the names of 2 or 3 referees, should be forwarded 
not later than aie April, 1954, to— 

Dr. G. S. Physician -Superintendent. 
GRIMSBY GENERAL HOUMVAL. (226 Beds.) Grimsby 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invi 
for the post of SENIOR HOUSE OFFICER for Orthopedic, 
Fracture and Accident Service. Previous surgical and ortho- 
predic experience would be an advantage. Locum would be 
considered. 

Applications should be sent immediately to the Hospital 
Secretary, Grimsby General Hospital. 


GRIMSBY MATERNITY HOSPITAL. (51 Beds.) Grimsby 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR OBSTETRIC 
HOUSE OFFICER (resident) required for above Hospital. 
Post vacant 5th April. Large proportion of abnormal cases 
treated. 

Apply immediately, quoting 2 referees, to Secretary, 3, 
Queens-parade, Grimsby. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(232 Beds.) RESIDENT SENIOR HOUSE OFFICER for 
Anesthetics required. Operations in main theatres totalled 
4367 in 1953 and there is a large Casualty Department. 

Apply, with full details of experience and copies of 3 testi- 
monials, to Hospital Secretary. 


QUILDFORD. ROYAL SURREY COUNTY “HOSPITAL. 
(232 Beds.) RESIDENT HOUSE SURGEON. Post is vacant 
on Ist May, is tenable for 6 months and recognised for F.R.C.S. 
examination and for pre-registration applicants. 

Apply as soon as possible, with copies of 3 testimonials, to 
Hospital Secretary. 
HEMEL HEMPSTEAD, HERTFORDSHIRE. 
HERTS HOSPITAL. (170 Beds. 5 residents.) RESIDENT 
CASUALTY OFFICER (Junior Hospital Medical Officer) 
required. Post vacant Ist May, 1954. 

Applications, giving full ny and 2 names for reference, 
should be sent to the Hospital Secretary. 


HENLEY-ON-THAMES. PEPPARD CHEST HOSPITAL. 
(244 Beds.) READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER (resident), vacant immedi- 
ately. Surgical experience an advantage, as post provides oppor- 
tunity for work in Thoracic Surgery Unit. Salary and conditions 
of service as recommended by Ministry of Health. Deduction 
for residence, &c., £150 p.a. Further particulars available from 
Physician- -Superintendent at Hospital. 

Applications, stating age, nationality, qualifications with 
dates, present post, with copies of recent testimonials, to Group 
Secretary, 3, Craven-road, Reading. — 


HOSPITALS, Hitchin, Hertfordshire. North 

T METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR required Ist May, 1954, for 1 year in the first 
instance, at the above Hospitals. The Hospitals may be visited 
by direct appointment. 

Application forms obtainable from, and _ returnable to, 
Secretary, Luton and Hitchin Group Hospital Management 
St. Mary’s Hospital, Luton, Beds, by 12th April, 
HEREFORD GENERAL HOSPITAL. (154 Beds—71 
surgical.) HOUSE OFFICER (general surgery), vacant from 
Ist May, 1954. Hospital recognised by Royal College of 
Surgeons. 

Applications, with copies of 2 recent testimonials, to the 
Goeneeey. Hospital Management Committee, County Hospital, 

erefor¢ 


HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 


_HOUSE SURGEON (E.N.T. and ophthalmology) required. 


Post vacant 2nd May. Approved pre-registration appointment. 
Seemann to Group Secretary, Royal Halifax Infirmary, 
alifax. 

HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 

HOUSE PHYSICIAN (general medicine) required. Post vacant 

2nd May. Approved pre-registration appointment. 

to Group Secretary, Royal Halifax Infirmary, 
alifax 

HALIFAX. ROYAL HALIFAX INFIRMARY. ( ape Beds.) 

SENIOR HOUSE OFFICER in General Surgery required. 

Post vacant 4th April. Salary £670 p.a., with deauetion of 

£130 p.a. for residence. &c. 

RC ee to Group Secretary, Royal Halifax Infirmary, 
alifax. 

HALIFAX GENERAL HOSPITAL. (425 Beds.) House 

PHYSICIAN (general medicine) required. Post vacant Ist May. 

Approved pre- <4 appointment. 
ow Group Secretary, Royal Halifax Infirmary, 
alifax. 
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HALIFAX GENERAL HOSPITAL. (425 Beds.) Obstetric 
HOUSE SURGEON required. 90 obstetric and 40 gynzco- 
logical beds. Post, which is vacant 22nd May, is recognised 
for D.Obst. R.C.O.G. 

gp peontions to Group Secretary, Royal Halifax Infirmary, 

alifax. 

HALIFAX AREA HOSPITALS MANAGEMENT COM- 
MITTEE. JUNIOR HOSPITAL MEDICAL OFFICER in 
Aneesthetics for at Halifax General Hospital 
(425 Beds) and Royal Halifax Infirmary (301 D pase Residence 
at Halifax ———— Hospital. Post now vaca: 

Group Secretary, Royal Halifax Infirmary, 

‘ax. 
HASTINGS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum RESIDENT SURGICAL OFFICER required. 
Week-to-week basis. Salary £16 per week. 

Apply Group Secretary, 11, Holmesdale-gardens, Hastings 
(Phone: Hastings 5400). 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) HOUSE SURGEON required, vacant now, resident, 
Male or Female. National scale of salary. 

won to Hospital Administrator. 

NCH |URCH, , ESSEX. ST. GEORGE’S HOSPITAL. 
JUNIOR HOSPITAL MEDICAL OFFICER (resident) required 
at this Hospital which accommodates 339 chronic sick patients. 
The post offers excellent geriatric experience. 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford. as soon as possible. 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for 2 HOUSE SURGEON posts, which 
are now vacant. 6 monthly term in each case. Both count 
toward D.C.H. qualification. Salary according to national scale. 

Replies, with testimonials, to be sent to the Hospital Sec retary. 
ILFORD, ESSEX. KING GEORGE HOSPITAL. There 
will be a voeeney for a HOUSE PHYSICIAN (Pre-registration) 
at the above nn hag on 2ist May, 1954. The post will be 
tenable for 6 months 

Applications, giving full particulars, and accompanied by 
testimonials, should be sent to the undersigned within 7 days 
of the appearance of this advertisement. 

H. F. Harris, Deputy Secretary 

Ilford and Barking Group Hospital nenamennat Committee. 

King George Hospital, Ilford. 
IPSWICH. at SUFFOLK AND IPSWICH HOS- 
PITAL. (2 eds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of recent testimonials, to the 

Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the General Consulting Surgeon, vacant on 
Ist May, 1954. The post is recognised for pre-registration and 
for the F.R.C.S. examinations. 

Applications, with copies of recent testimonials. to the 

Hospital Secretary. 
IRVINE. AYRSHIRE CENTRAL HOSPITAL. Infectious 
DISEASES SECTION. (202. Beds.) JUNIOR HOSPITAL 
MEDICAL OFFICER (resident appointment), vacant Ist May, 
1954. Offers a wide variety of experience in modern methods of 
diagnosis and tre a of infectious diseases. 

Area Medical Superintendent, 1, Hill- 
street ilmarnock. 

ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. 
registration HOUSE OFFICER required for Orthopedic Unit, 
Post recognised for F.R.C.S. Resident full-time. 

Applications, stating age, nationality, qualifications obtained 

with copies of up to 2 recent testimonials, to Group Secretary, 
West Middlesex Hospital, Isleworth, Middlesex, by 13th April, 
1954. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER required for Tuberculosis Unit of 90 Beds in a large 
general hospital, first, second, or third post. 

Applications, stating age, nationality, qualifications and 
experience, with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex, 4 
13th April, 1954. 

LEEDS (near), WOODLANDS (ORTHOPADIC) HOS- 
PITAL, RAWDON, near LEEDS. (92 Beds.) SENIOR HOUSE 
SURGEON required for Orthopeedic Hospital, at Rawdon. The 
0st will be adjoined to the Casualty and Orthopzedic Unit at the 
Royal Infirmary, Bradford, and offers excellent opportunities 
for a person interested in orthopeedic work. Salary £670 p.a., 
less £130 p.a. residential emoluments. 

Applications, stating age, nationality, qualifications and 

experience, with copy testimonials. to Secretary, Bradford Royal 
Infirmary. 
LEEDS. KILLINGBECK HOSPITAL, York-road. (227 
Beds.) SENIOR HOUSE OFFICER for above Tuberculosis 
Hospital directly associated with Thoracic Surgical Unit. Post 
now vacant. 

Apply, giving full details and names of 2 referees, to Medical 

Superintendent. 
LEEDS. THE UNITED LEEDS HOSPITALS. Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
to the Professorial Department of Psychiatry attached to this 
Teaching Hospital. The post is non-resident and will be of 1 
years duration. 

Applications, stating age, <eenion. and previous posts 
with dates, giving the names of 3 referees, are to be addressed 
not later than 17th April, 1954, to the Secretary to the Board, 
«ieneral Infirmary, Leeds, 1. 


LEEDS, 2. PUBLIC DISPENSARY AND HOSPITAL. 
LEEDS A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited from registered medical practitioners for the 
appointment of CASUALTY OFFICER (Senior House Officer) 
at the above Dispensary. The appointment will be for a period 
of 1 year. Salary in accordance with the agreed terms and 
conditions of service of hospital medical and dental staffs, with 
an appropriate deduction in respect of board, lodging, &e. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

FOLKARD, Secretary to the Committee. 
__ Administrative Offic es, St. James’ 's Hospital, Leeds, 9. 


LEEDS REGIONAL HOSPITAL BOARD AREA. Medical 
act, 1950. RESIDENT HOUSE OFFICER posts. Recognised 
pre-registration House posts will be available for the 6 months 
commencing Ist May, 1954, in the following hospitals approved 
under the Medical Act, 1950. Preference will be given to pre- 
registration candidates, but applications will also be accepted 
from practitioners registered before Ist January, 1953. 

Scarborough Hospital (191 Beds) 

1 General Surgical. 

Surgical (general surgery, orthopeedic and E.N.T.). 
County Hospital, York (222 Beds) 
Surgical igenecal surgery and gynecology). (Recognised 


for F.R.C 

Medical. 

Hull Royal Infirmary and Sutton (242 Beds) 
surgery and gynecology). (Recognised 
for 

Kingston General Hospital, Hull (398 Beds) 
Surgical (general surgery, gynzecology and orthopedic). 
Victoria Children’s Hospital, Hull (143 Beds) 

(All posts recognised for D.C.H.) 

General Surgical. 

Surgical (general surgery and orthopeedic). 

Westwood Hospital, Beverley (202 Beds) 


1 Surgical (orthopedic. (Recognised for F.R.C.S.) 
1 Medical. 

East Riding General, Driffield (249 Beds) 
1 Medical. 


Clayton Hospital, Wakefield (200 Beds) 
yore al (general surgery and orthopeedic), (Recognised for 


Medical ‘(general medical and pediatric ). 

Medical (genera! medical and dermatology ). 

Surgical (general surgery, E.N.T. and ophthalmology). 
(Recognised for F.R.C.S.) 

General Hospital, Wakefield (158 Beds) 

(general medical and pediatric). (Recognised for 


Pinderfields Wakefield (663 Beds) 

General Surgical. 

Medical. 

Medical (neurology ). 

General Hospital, Batley (99 Beds) 

Surgical (orthopeedic and ophthalmology ). 

General Hospital, Dewsbury (119 Beds) 

Medical (general medical, pediatric and dermatology). 

Staincliffe General, Dewsbury (314 Btds 

Surgical (general surgery, orthopeedic and E.N.T.). 

Huddersfield Royal Infirmary (304 Beds) 

General Surgical. (Recognised for F.R.C.S.) 

and gynecology). (Recognised by 
x 

Royal Halifax Infirmary (301 Fee) 

Surgical (ophthalmology and E.N.T.) 

2 Medical. 

Halifax General Hospital (425 Beds) 

1 Medical. 

1 Midwifery. (Recognised by R.C.O.G.) 

Bradford Royal Infirmary (507 Beds) 

ouenel (general surgery and urology). (Recognised for 


1 are {orthopedic and casualty). (Recognised for 
1 Medical. 

St. Luke’s Hospital, Bradford (828 Beds) 
1 Medical. 


Keighley Victoria Hospital (144 Beds) 
Surgical (general surgery, orthopeedic and E.N.T.). (Recog 
nised for F.R.C.S.) 
General Hospital, Otley (170 Beds) 
1 Medical (general medical and peediatric ). 
St. James’s Hospital, Leeds (1539 Beds) 
3 General Surgical. (Recognised for F.R.C.S.) 
1 Surgical (gynecology). (Recognised by R.C.O.G.) 
7 Medical. 
1 Medica) (geriatric). 
1 Medical (pzediatric ). 
1 Medical (dermatology ). 
Seacroft Hospital, Leeds (60 pediatric beds) 
2 Medical (peediatric ). 
Harrogate and District General (249 Beds) 
2 General Surgical. (Recognised for F.R.C.S.) 
Candidates should express, where applicable, their preference 
for medical, surgical or midwifery posts within the same hospital 
on the application form. 
Candidates wishing to apply for posts at more than 1 hospital 
should complete a separate form in respect of each hospital. 
Application forms can be obtained from the Senior Adminis- 
trative Medica] Officer, Leeds Regiona) Hospital Board, Park- 
posed, Harrogate, or from the Dean, The School of Medicine, 
horesby-place, Leeds, 2, and should be returned to either of 
the above-named as soon as possible. Application may be made 
in advance of results of final examination. 
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LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 

constantly available at hospitals in the area of the Board, 
particularly in the specialties of ansesthetics, general medicine, 
general and orthopeedic surgery, and psyc hiatry. 

Interested practitioners, suitably exper should com- 
municate with the Secretary, Joint Registrars Committee, 
Park-parade, Harrogate. 

LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the following SENIOR REGISTRAR posts :— 
Anesthetics 

Duties mainly in the Hull A ey of Hospitals with addi- 
tional duties as required in the Hull B and East Riding Groups 
(non-resident). 

Psychiatry 

(a) Duties at Meanwood Park Colony, Leeds, and as a 
Trainee Specialist in Child Psychiatry. Residentia] accommoda- 
tion is available at Meanwood Park for a single person. The 
duties will be allocated to allow 5 sessions in the University of 
Leeds Department of Psychiatry (Children’s Section) which is 
associated with the Leeds General Infirmary. Candidates must 
hold the D.P.M. or equivalent qualification 

(6) De la Pole Hospital, Willerby, Hull (1000 Beds). This 
Hospital bas a high admission-rate and a separate Neurosis 
Unit for females. A_ self-contained flat will be available in the 
Hospital. It is anticipated that the successful candidate will 
undertake 2 clinical sessions (which may include research) in 
association with the Department of Psychiatry of the University 
of Leeds. Candidates must hold the D.P.M. or equivalent 
qualification. 

Radiology 

Duties at hospitals in the Halifax and Huddersfield Groups. 
Subject to satisfactory progress the successful candidate may 
be given an opportunity of undertaking a period of advanced 
training at the General Infirmary, Leeds. 

Applications, stating age, qualifications and details of present 

and previous appointments with dates. together with the names 
and addresses of 3 referees, should be forwarded to the Secretary. 
Joint Registrars Committee, Park-parade, Harrogate, not later 
than 16th April, 1954. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP. 
Applications are invited for HOUSE SURGEON (E.N.T. and 
ophthalmology ). 

Applications as soon as possible to Hospital Secretary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP. 
Applications are invited for HOUSE OFFICER (anesthetics). 
The post is recognised for D.A 

Applications as soon as pesathte to the Hospital Secretary. 
LINCOLN. COUNTY HOSPITAL. (200 Beds.) Senior 
HOUSE OFFICER (medicine) required. 

Apply, giving full particulars, gd with 3 testimonials, to— 

R. . Howick, Group Secretary. 
LINCOLN. COUNTY NOSHITAC (200 Beds.) Applica- 
tions are invited tor an approved Registration post in Surgery 
at the above Hospital. 

Apply with full particulars to— 

R. W,. Howick, Group Secretary. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for posts of SENIOR HOUSE OFFICER 
in Otorhinolaryngology at the Liverpool Ear, Nose and Throat 
Infirmary for the period to 30th September, 1954. The successful 
candidates will be eligible for reappointment for a further period 
from Ist October, 1954. 

Apply as soon as possible on forms obtainable from the 
Secretary, r United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 

LUTON AND “DUNSTABLE HOSPITAL, Luton 
Applications are invited for the post of RESIDENT "AN ES. 
THETIST (Senior House Officer), vacant 20th Apri!, 1954. The 
post offers varied experience and is recognised for the D.A. 
examination. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Secretary by 12th April. 1954. 


LYMINGTON HOSPITAL, Lymington, Hampshire. (95 
Beds.) RESIDENT SENIOR HOUSE OFFICER (medical) 
required from Ist May, 1954. 

Applications, with copies of testimonials, to be submitted as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee. Bullar-street. Southampton. 
MALVERN, WORCESTERSHIRE. ST. WULSTAN’S 
HOSPITAL. RESIDENT MEDICAL OFFICER (Junior Hos- 
pital Medical Officer) required. The post offers good experience 
in modern treatment of pulmonary tuberculosis and in all forms 
of major and wo surgery. Some experience necessary, either 
surgical or medical. 

Applications to the Physician-Superintendent. 
MAIDENHEAD HOSPITAL, St. Luke’s-road, Maiden- 
HEAD. Applications invited from registered practitioners for 
= of HOUSE PHYSICIAN vacant early June. National 
salary. 

Applications, stating age, nationality, qualifications and 
xperience, with names of 3 referees, to Hospital Secretary. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENICR 
HOUSE OFFICER to the Department of Psychiatry, to com- 
mence on Ist July, 1954. Whole-time non-resident post, tenable 
for 6 months, renewable for a second and possibly a third 6 
months. Experience in general medicine is essential. This is 
a first training post and candidates, if they do not already possess 
the D.P.M., are expected to read for the D.P.M.(Manchester). 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 14th April, 1954. 

G. H. TaYLor, Secretary. 
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MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
HOUSE OFFICER to a General Medical Unit, to commence 
on 23rd July, 1954. Whole-time, non-resident post, tenable for 
6 months, renewable for a second and crewed a third 6 months. 

Applications to be made on forms obtainable from the a egal 
signed and to be returned not later than 24th April, 

G. H. TAayLor, Sec ~~ 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
to the Department of Psychiatry, to commence Ist July, 1954. 
Applicants must have held hovse appointments and should 
possess a higher qualification. Previous experience in psychiatry 
essential. Whole-time appointment for 12 months, renewable. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 14th April, 1954. 

G. H. TAYLOR, Secretary. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS. Applications are invited from_pro- 
visionally registered medical practitioners for 3 posts of HOUSE 
OFFICER in Obstetrics Salary in accordance with national 
scale. The appointme nts are for 6 months from Ist July, 1954. 

Application forms may be obtained from the undersigned 
and returned not later than 23rd April, 1954. 

R. Wise, General Superintendent. 

Saint Marv’s Hospitals, Ww hitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS. Applications are invited for 3 posts of 
HOUSE OFFICER in Gynecology. Applicants must have had 
previous hospital experience in medicine and surgery. The posts 
are recognised for the purposes of the M.R.C.O.G. examination. 
The appointments are for 6 months commencing Ist July, 1954. 
Salary in accordance with national scale. 

Application forms may be obtained from the undersigned and 
returned not later than ag April, 1954. 

a Wisk, General Superintendent. 

Saint Mary’s Hospitals. hitworth Park, Manchester, 13. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of SENIOR REGISTRAR in Di 
nostic Radiology te the North Manchester Group of hospitals 
(Ancoats, Manchester Northern, and Manchester Victoria 
Memorial Jewish Hospitals). Arrangements may later he made 
for person appointed to transfer to the United Manchester 
Hospitals to continue training. 

Application forms from the Senior Administrative Medica) 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 12th April, 1954. 
MANCHESTER REGIONAL HOSPITAL BOARD. The 
ROYAL INFIRMARY, BOLTON. (237 Beds.) RESIDENT REGIS- 
General Surgery (Resident Surgical Officer). Recognised 
or F.R.C.S. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, should be sent immediately 
to the undersigned at the Royal Infirmary, Bolton 

1. P. TRAvis, Group Sec: retary, 

Bolton and District Hospital Management Committee. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of REGISTRAR in Genera] Surgery 
to the Blackpool and Fylde Group of hospitals, with main duties 
at Victoria Hospital, Blackpool (344 Beds). The post which 
is vacant on Ist July, 1954, is recognised under the F.R.C.S 
regulations. The appointment offers excellent opportunity of 
practical experience in general and emergency surgery to 
suitably qualified candidates. 

Applications, stating age, qualifications and experience. 

together with copies of 2 recent testimonials and names of 3 
referees, should be sent to the Group Secretary, Blackpoo) and 
Fylde Hospital Management Committee, Victoria Hospital, 
Blackpool. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
Applications are invited for the post of REGISTRAR in Ortho- 
peedics which is joint between the Rochdale and District and 
Bury and Rossendale Hospital Management Committees. 
Recognised under the F.R.C.S. regulations. 

Apply at once to the Group Secretary, Central Offices, Birch 
Hi!) Hosnital, Rochdale, Lancs. 


ee WEST LANE ISOLATION HOS- 

TAL. (224 Beds.) Appte ations are invited for the post of 
SENIOR HOUSE OFFICER. Salary £670 p.a., conditions of 
service being in accordance with the Ministry of Health regula- 
tions. The post offers facilities for experience in all branches of 
infectious diseases, pulmonary tuberculosis and acute peediatrics. 

Applications, with copies of 2 recent testimonials, should be 
forwarded to the Physician-Superintendent, West Lane Hospital, 
Middlesbrough, as early as possible. 

L. BRITTALN, Secretary, 
Cleveland Hospital Management Committee. 

MAIDSTONE. MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applic ations are invited for the appointment of 
RESIDENT AN2STHETIST for joint duties at the Kent 
County Ophthalmic and Aural Hospital, and the West Kent 
General Hospital, Maidstone (total beds 248). The post, which 
is vacant now, is of Senior House Officer grade, and carries 
a salary of £670 a year, less £150 for residential emoluments. 
Excellent experience under Consultant Anesthetists is available, 
and the post is recognised for the F.F.A.R.C.S. examination. 

Applications, stating age, nationality, qualifications and 
experience, together with the names of 2 suitable referees, 
should be forwarded to the Administrative Officer, Kent County 
Ophthalmic and Aural Hospital, Maidstone. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of RECEIVING- 
ROOM OFFICER. Post vacant immediately. Salary £670 
a year, with deduction of £150 a year for residential emoluments. 

oat ama to Administrative Officer at Hospital as soon 

poss 


N 
T 


fo 


be 


ex 
(Dp 
R 
N 
LA 
R 
At 
Be 
wi 
ay 
ar 
pe 
pl 
fo 
Se 
Or 
N 
am RE 
A Pe 
se 
Dy 
se 
N 
SU 
st 
su 
Th 
fo 
ad 
NI 
HO 
O} 
Or 
its 
ex 
6 
res 
NI 
HO 
O} 
is | 
Su 
pre 
NC 
HO 
BO 
ly 
ext 
sec 
me 
NC 
BO: 
THI 
are 
. tion 
Me 
inst 
can 
Che 
ene 
\ 
Ty 
NC 
—3 
MIT 
req 
Ho 
NC 
Nel 
reg 
Ter 
psy 
wer 


wo? 


THe Lancet] 


THE LANCET GENERAL ADVERTISER 


[ApriIL 3, 1954 


NEWCASTLE GENERAL HOSPITAL. (861 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
The resident post of SENIOR HOUSE OFFICER or HOUSE 
PHYSICIAN (Chest Unit) is now vacant. 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with lL copy of 2 recent testimonials. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Depart- 
MENT OF PSYCHOLOGICAL MEDICINE, NEWCASTLE GENERAL 
HOSPITAL. REGISTRAR required. Salary £775-£890. Appoint- 
ment for 1 year, renewable for a further year. This department 
consists of inpatient bed and consultative sections. It is under 
the clinical direction of the Professor of Psychological Medicine 
of the University of Durham and has a close association with the 
Royal Victoria Infirmary and King’s College Medical School 
Department of Psychological Medicine. Facilities are available 
for study for the Diploma in Psychological Medicine. Previous 
experience in general medicine essential. 

Applications, together with names and addresses of referees 

(preferably) or testimonials, to a total of 3, to be sent to the 
Regional Psychiatrist, ‘‘ Blythswood South,’ Osborne-road, 
Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Sunder- 
LAND AREA HOSPITAL MANAGEMENT COMMITTEE. ORTHOPACDIC 
REGISTRAR (whole-time), at Sunderland Orthopedic and 
Accident Hospital (120 Beds), and Grindon Sanatorium (50 
Beds). Salary £775-£890 p.a. Duties will include work in the 
wards and Casualty Department. This post is suitable for 
applicant interested in working for Primary F.R.C.S., and 
arrangements can be made for the person appointed to attend 
postgraduate lectures and demoftstrations in anatomy and 
physiology at the Medical School in Newcastle. Post recognised 
for F.R.C.S. examination. 

Applications, together with names and addresses of referees 
(preferably) or testimonials,-to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,’ 
OsBorne-road, Newcastle upon Tyne. 2, within 14 days. 
NEWMARKET GENERAL HOSPITAL. East Anglian 
REGIONAL HOSPITAL BOARD. ANASSTHETIC REGISTRAR. 
Post now vacant. Appointment for 1 year, renewable for 
second year. 

Detailed applications, including age, and the names of 3 

referees. to Secretary of Board, 117, Chesterton-road, Cambridge, 
by 12th April, 1954. Candidates are invited to visit the Hospital 
by direct arrangement with the Hospital Management Committee 
seeretary at the Hospital. 
NEWMARKET GENERAL HOSPITAL, 
SUFFOLK. Applications are invited for the post of HOUSE 
SURGEON, which is immediately vacant. Duties include 
surgical house charge of general surgical, E.N.T., and eye cases. 
The post is resident and available for 6 months and is recognised 
for pre-registration. 

Applications, with copies of 3 recent testimonials, should be 
addressed to the Physician-Superintendent. 

NEWPORT, MONMOUTHSHIRE. ‘ROYAL GWENT 
HOSPITAL. (260 Beds. 10 residents.) SENIOR HOUSE 
OFFICER (resident) required T3th May. The Fracture and 
Orthopedic Department is a modern self-contained Unit with 
its own Outpatient Department, X ray and Theatre. Good 
experience. Post recognised F.R.C.S. for 6 months and tenable 
6 or 12 months as desired. Salary £670, less £120 board- 
residence. 

Write, quoting 2 referees, to T. A. JONES. 

64, Cardiff- road, Newport. 

NEWPORT, MONMOUTHSHIRE. ROYAL QWENT 
HOSPITAL. (260 Beds. 10 residents.) SENIOR HOUSE 
OFFICER in General Surgery (non-resident) required. The post 
is based here, but covers work at‘another hospital also. House 
Surgeons are engaged at both and the post is of a senior character, 
providing good experience. Salary £670. 

Write. quoting 2 referees, to T. A. JONES, Group Secretary. 

64, Cardiff-road, Newport, Mon. 

NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. | NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. ANAESTHETIC REGISTRAR (resident) required for 
1 year in first instance. This post is recognised for F.F.A.R.C.S. 
examination. 

Application forms obtainable from and returnable to the 

secretary, Hareficld and Northwood Group Hospital Manage- 
ment Committee, Mount Vernon Hospital, Northwood, Middle- 
sex. by 26th April, 1954. 
NORTH GLOUCESTERSHIRE CLINICAL AREA. The 
BOARD OF GOVERNORS OF THE UNITED BRISTOL HOSPITALS AND 
THE SOUTH-WESTERN REGIONAL HOSPITAL BOARD. Applications 
are invited by the above Boards from registered medical practi- 
tioners for the joint appointment of REGISTRAR in General 
Medicine. The appointment will be held for 1 year in the first 
instance, and be renewable for a further year. The successful 
candidate will be required to work for the first year mainly at 
“heltenham General Eye and Children’s Hospital. 

Applications, stating date of birth, qualifications and experi- 
enee, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
Tyndalls Park-road, Bristol, 8. not later than 20th April, 1954. 
NORTHALLERTON. FRIARAGE HOSPITAL. (General 
—337 Beds.) NORTHALLERTON HOSPITAL MANAGEMENT COM- 
MITTER. HOUSE OFFICER (Physician), pre-registration post, 
required at the above Hospital. National salary and conditions. 

Applications to be made to the Group Secretary, Friarage 
Hospital, Northallerton, Yorkshire, 
NORTHAMPTON. ST. ANDREW’S HOSPITAL (for 
Nervous and Mental Disorders). Applications are invited from 
registered medical practitioners for the appointment of Locum 
Tenens MEDICAL OFFICER during holiday season. Previous 
psychiatric experience not necessary. Salary 16 guineas per 
week, plus residential emoluments. 

Applications to be addressed to the Medical Superintendent. 


Newmarket 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. REGISTRAR required for Geriatric Units based 
on Shrodells Hospital, Watford, and Hillingdon Hospital. 
Uxbridge. Hospitals may be visited by arrangement. 

Further details and application forms obtainable from and 
returnable to Secretary, West Herts Group Hospital Management 
Committee, 9. Ric kmansworth- road, WwW atford, by not later than 
NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
Required, SENIOR HOUSE OFFICER for the above Hospital. 
Duties to commence on or about 23rd April, 1954. Salary 
£670 p.a., less a deduction of £150 for residential emcluments. 
Salary and conditions of service in accordance with Ministry 
regulations. 

Applications, stating age, qualifications and 
together with testimonials, to be sent to— 

HENRY M. STANLEY, Group Secretary. 

__ General Hospital, Nottingham. 

NOTTINGHAM GENERAL HOSPITAL. Resident 
HOUSE SURGEON required (Male or Female, also open to 
pre-registration candidates) at the above Hospital ; duties to 
commence as soon as possible. Salary and conditions of service 
in accordance with published regulations. The appointment is 
for a term of 6 months. 

Applications, stating age, qualifications, and experience, to 
be sent to HENRY M. STANLEY. Group Secretary. 


NOTTINGHAM GENERAL HOSPITAL. 


experience, 


Applications 
ted from registered medical practitioners for the post of 

SENIORORTHOPEDIC ANDFRACTURE HOUSE OFFICER 
(resident or non-resident by arrangement). The post offers 
exceptional experience in traumatic and orthopedic surgery. 
Duties to commence as soon as possible. Salary and conditions 
of service in accordance with Ministry regulations. If resident 
£150 deducted for emoluments. Locum considered. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to— 
Henry M. STANLEY, Group Secretary. 
NOTTINGHAM. HIGHBURY HOSPITAL, Bulwell. 
Applications are invited from fully qualified medical practitioners 
for the post of SENIOR HOUSE OFFICER in the Obstetrical 
and Gynecological Department (48 obstetrical beds, 11 gynmeco- 
logical beds and a small block for puerperal pyrexia). e 
appointment is for a period of 12 months commencing about 
mid-May. The Hospital is recognised for the M.R.C.O.G. 
(obstetrics only). Salary and conditions of service in accordance 
with the Ministry regulations. 

Applications, stating age, qualifications and experience also 
nationality, with copies of 3 recent testimonials, to be sent to— 

_ General Hospital, Nottingham. Henry M. STANLEY. 


NORWICH. HELLESDON MENTAL HOSPITAL. East 
ANGLIAN REGIONAL HOSPITAL BOARD. REGISTRAR in Psy- 
chiatry at above Hospital. Associated with this modern mental 
hospital (800 Beds) are a separate early treatment hospital 
with an Electro-encephalographic Department, outpatient 
clinics for both adults and children, and a special unit for the 
elderly mentally infirm. Appointment for 1 year, renewable 
for second year. 

Detailed applications, including age, and names of 3 referees, 
to Secretary of’ Board, 117, Chesterton-road, Cambridge, by 
20th April, 1954. Candidates invited to visit Mospital by direct 
arrangement with Medica] Superintendent. 


NORWICH. ST. ANDREW'S MENTAL HOSPITAL, 
THORPE, NORWICH. (1200 Beds.) EAST ANGLIAN REGIONAL 
HOSPITAL BOARD. REGISTRAR in Psychiatry at above Hos- 
‘pital. Full range of modern psychiatric treatments and a 
number of associated general hospital outpatient clinics. Married 
or single quarters available. Appointment for 1 year, renewable 
for second year. 

Detailed applications, including age and names of 3 referees, 
to Secretary to Board, 117, Chesterton-road, Cambridge, by 
19th April, 1954. Candidates invited to visit’ the Hospital by 
direct arrangement with Medical Superintendent. 

NORWICH. ST. ANDREW’S HOSPITAL, Thorpe, 
NORWICH. Applications are invited from registered medical 
Ee titicners (Male or Female) for the appointment of SENIOR 
IOUSE OFFICER (psychiatric). The Hospital has 1200 Beds, 
an admission-rate of over 500 p.a., and affords comprehensive 
experience in psychiatry. The salary and conditions of service 
will be as laid down by the Ministry for Senior House Officers 
Residential accommodation with board available. 

Applications, stating age, qualifications, and full particulars 
of experience, together with the names and addresses of 2 referees, 
to be addressed to the Medical Superintendent. 


OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for post of SENIOR HOUSE PHYSICIAN to 
Geriatric Unit (Cowley Road Hospital) for 3 months with 
effect from Ist May, 1954. Salary at rate of £670 p.a. 

Applications, stating age, experience and qualifications, 
together with names of 2 referees. to Administrator, Radcliffe 
Infirmary, Oxford, by 9th April. 1954. 
OXFORD. UNITED OXFORD HOSPITALS. 
tions invited for post of HOUSE SURGEON to 
Service, Radcliffe Infirmary, for 6 months with effect from 
ist May, 1954 (45 Beds). Duties include 2 months head injuries, 
2 months male and 2 months female and children’s ward, in 
addition to Casualty Department. 

Apply, stating age, qualifications and experience, together with 
names of 2 referees, to Administrator, Radcliffe Infirmary, 
Oxford, by 10th April, 1954. 


Applica- 
Accident 


PORTSLADE. FOREDOWN HOSPITAL. (60 Beds 
—lInfectious Diseases.) JUNIOR HOSPITAL MEDICAL 
OFFICER (non-resident), post vacant early April, 1954, will 


include duties at other hospitals in the Group. 

Applications, stating age, qualifications, nationality, previous 
posts held, together with the names of 2 referees, to the Adminis- 
trative Officer, c/o Hove Genera! Hospital, Sackville-road, Hove, 3. 
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OTLEY. THE GENERAL HOSPITAL. (170 Beds.) 
Pre-registration HOUSE SURGEON eget at above Hos- 
pital, with duties commencing on Ist May, 1954. 

Applications to the Group Secretary, The General Hospital, 
Otley, as soon as possible. 

PETERBOROUGH. THE MEMORIAL HOSPITAL. 
PETERBOROUGH AND STAMFORD HOSPITAL MANAGEMENT COM- 

MITTEE. Applications are invited for the position of SEN TOR 
HOUSE OFFIC ER (orthopedic), vacant now. Salary £670 
p.a. Exceptional experienge offered in busy department. 

Apply to the Secretary, Memorial Hospital, Peterborough. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Applications are invited from registered medical 
Se, for the appointment of HOUSE SURGEON, 

evonport, 18th _~ 1954. 

Applications, stating age. nationality, qualifications and 
experience, with names of 3 referees, to be sent to— 

ARTHUR R. CasuH, Secretary. 

__1, Nelson-gardens, Stoke. Plymouth. 


COMMITTEE. Locum SENIOR HOUSE PHYSICIAN required 
with duties mainly in the geriatric and acute medical wards at 
St..Mary’s Hospital, Portsmouth. 

Applications, giving qualifications and experience, should be 
sent to the Group Secretary, 35, Grove-road South, Southsea. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
os haga Applications are invited for the following appoint- 
ments :— 

Saint Mary’s Hospital 

SENIOR HOUSE PHYSICIAN, vacant now. The duties 
will be mainly in medical wards that form an Admission Unit 
for 450 geriatric beds in the Group, a Consultant Physician 
being in charge of this Unit. In addition, the successful candidate 
will act as Registrar to 20 acute medical beds in the Hospital. 

Royal Portsmouth 
SENIOR HOUSE SURGEON (Orthopedic and Casualty 
Departments), vacant now. 
Queen Alexandra Hospital 
(124 surgical beds). Recognised for F.R.C.S. 
SENIOR HOUSE SURGEON, vacant now 
Infectious Diseases Hospital (310 Beds—Fever and T.B.) 

SENIOR HOUSE OFFICER, vacant now. 

Applications, stating age, experience, and qualifications, and 
names of 2 referees, should be submitted as soon as possible to— 
__ 35, Grove-road South, Southsea. E. H. Hurst. 


POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 

MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 

2 HOUSE SURGEONS (pre-registration) required, 1 post 

becomes vacant on 18th May, 1954, and the other on 17th June, 

10e, Pig Hospital is recognised for the F.R.C.S. and the 
_Applications to the Hospital Secretary. 


PONTYPOOL AND DISTRICT HOSPITAL, Pontypool, 
MONMOUTHSHIRE. (115 Beds.) JUNIOR HOSPITAL MEDICAL 
OFFICER (surgical) required immediately. This is the senior 
resident post, and resident staff consists of 2 House Surgeons, 
@ House Physician and this post. This is a busy acute general 
—* with a good Outpatient Department and regular visits 
Consultants. Post offers good practical experience in 

surgery Salary £700-—£50-£1000, less £150 board-residence. 

yrite, quoting names of 2 referees, to— 
T. A. Jones, Group Secretary. 
64, Cardiff-road, Newport, Mon. 


ROCHFORD, ESSEX. GENERAL HOSPITAL. Ap 

tions are invited for the post of RESIDENT SENIOR How ‘SE 
OFFICER to work in the Chest Unit (72 Beds) at the General 
Hospital, Rochford, and at the Lancaster House Chest Clinic, 
Southend-on-Sea, to commence duty as soon as possible. Good 
experience in general medicine essential and previous experience 
vena and diseases of the chest desirable. Salary 
£670 p.a. 

Applications, stating age, &c., to be sent to the undersigned 
as soon as possible. J. C. FIeLp, Secretary. 
RHYL. ROYAL ALEXANDRA HOSPITAL. Ciwyd and 
DEESIDE HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for appointment, as from Ist May, 1954, of HOUSE 
PHYSICIAN at the above Hospital. 

Applications, stating age, qualifications and experience, with 
copies of 2 recent testimonials, to be sent to the Group Secretary, 
“ Rhianfa,”’” Russell-road, Rhyl, within 14 days from the date 
of publication of this advertisement. 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (resident) required for 
duties in the Casualties and Admission Department. This is a 
large general hospital with specialised departments dealing with 
all types of acute medical and surgical cases. The post affords 
good opportunity for gaining tuition and experience. 

Applications should be addressed to Group Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford, as soon as possible. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER in Pathology required in 
this large general hospital containing well-equipped laboratory 
where excellent opportunities exist for gaining extensive 
experience. 

apeeeeiees to be sent to Group Secretary, Romford Grou 
Hospital Management Committee, Oldchurch Hospital, Romford 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) HOUSE SURGEON (resident) required from Ist May, 
1954, in the Obstetric and Gynecological Unit consisting of 
96 obstetric beds and 52 gynecological beds. Post is a ae 
for purposes and recognised for D.Obst. RCO 
and M.R.C.0.C 

ply to ll Secretary, on Group Hospital Manage- 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER required in the Obstetric 
and Gyneecological Unit consisting of 96 obstetric and 52 
gynecological beds. The post, which falls vacant on 18th May, 
1954, is recognised for the D.Obst.R.C.O0.G. and M.R.C.O.G. 
‘Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford. 

REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. RESIDENT HOUSE SURGEON 
(pre-registration), vacant 19th April. 

Applications to Hospital Secretary at above address. 
SALISBURY GENERAL HOSPITAL. Salisbury “Greug 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT or NON-RESIDENT CaSUALTY 
OFFICER (Senior House Officer) for a period of 12 months. 
Post vacant now. 

Applications, naming 2 referees, to Group Secretary, Odstock 
Hosnital. Salisbury. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of RESIDENT or NON-RESIDENT 
SENIOR HOUSE OFFICER to the E.N.T. Department. The 
Department is recognised for D.L.O. and F.R.C.S. Post vacant 
now. 

Applications, naming 2 referees, to Group Secretary, Odstock 

Hospital, Salisbury, W Jilts. 
SALISBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited by the Salisbury Hospital Group for a 
SECOND REGISTRAR ANAESTHETIST (resident or non- 
resident). The post, which is vacant now, is recognised for the 
D.A. and F.F.A.R.C.S. 

Further details and application forms obtainable from, and 
should be returned to, the Group Secretary, Odstock Hospital, 
Salisbury, Wilts., within 14 days of the appearance of this 
advertisement. 

SALFORD. CADYWELL HOSPITAL. Salford Hospital 
MANAGEMENT CO Applications are invited for the 

ost of JUNIOR HOSPIT ‘AL MEDICAL OFFICER at the above 

ospital. Duties will be mainly in the Tuberculosis Unit, but the 
successful applicant will also be engaged on the geriatric and 
acute infectious disease w: . The post offers opportunities for 
study and access to other hospitals within the Grou =p Salary 
in accordance with scale. A deduction of £140 p.a. will be made 
for the cost of board-residence. 

Applications, stating age, qualifications and experience, 
together with the names of 2 referees, should be submitted 
immediately to the Hospital Secretary, Ladywell Hospital, 
Salford, 5, Lancs. 

SCARBOROUGH HOSPITAL. (190 Beds.) Required, 
SENIOR HOUSE OFFICER (surgical) to commence duty 
towards the end of April. Terms and conditions of service in 
accordance with those prescribed for medical and dental staffs. 
The post will be for a period of 6 months (it is recognised by 
the Royal College of Surgeons for the F.R.C.S. for that Samoa 
or for any longer period which may be mutually agreed. The 
osition is non-resident but there is a flat available near the 
ospital, if required. 

Applications, giving age, qualifications, details of present and 
previous appointments, and the names of 2 referees, should be 
forwarded to the Hospital Secretary. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 

ROYAL HOSPITAL UNIT. Applications are invited for the post of 
RESIDENT SURGICAL OFFICER (Registrar grade) at the 
above Hospital, yaceat lst May. Post is ideal for one working 
for Final F.R.C.S 

Applications, stating age, qualifications and experience, with 

the names of 3 referees, should be sent immediately to the Chief 
Administrative Officer, The United Sheffield Hospitals, West- 
street, Sheffield, 1. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Locum 
SENIOR SURGICAL REGISTRAR required from 16th 
April at the General Hospital, Nottingham, for a period of 1 
month in first instance. Remuneration at the rate of £22 per 
week with a deduction if resident. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road. Sheffield, naming 2 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Locum 
NON-RESIDENT SENIOR REGISTRAR (radiology) required 
from 12th April at the Leicester Royal Infirmary for 1 month in 
the first instance. Remuneration at the rate of £22 per week. 

Apply to Secretary, Sheffield Regional Hospital Board, 

vulweot- road, Sheffield, naming 2 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR for the Hand 
Service, Derbyshire Royal Infirmary, required for 1 year in the 
first instance. Senior Registrars who are completing their 
normal tenure of 4 years or who are in their fifth or subsequent 
year are eligible for the appointment. 

Applications to be sent to Secretary, Sheffield Regional 
Hospital Board, Old Fulwood- Bs Sheffield, by 12th April, 
1954, giving age, nationality, qualifications, present and previous 
appointments with dates, and naming 3 referees. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Sheffield 
NO. 4 HOSPITAL MANAGEMENT COMMITTEE. RADIOTHERAPY 
CENTRES. SENIOR HOUSE OFFICER. Medical Men and 
—— desirous of taking up Radiotherapy are invited to 

apply for the post of non-resident Radiological Officer at 
Sheffield. The appointment will have the status of a Senior 
House Officer on a ref of Bap Se Approved courses for the 
D.M.R.T. (R.C.P. held at the Sheffield National 
Centre for Radiotherapy pons will be open to the success 
candidate, facilities being given to attend — 

Applications | for further particulars should be addressed 


=... Committee, Oldchurch Hospita 
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the Secretary, “‘ Broom Cross,” Tree Root Walk, Sheffield, 0. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Locum 
RESIDENT REGISTRAR (orthopedics) required immediately 
at the Grimsby General Hospital. Remuneration at rate of £16 
per week with a deduction for residence. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, naming 2 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Locum 
RESIDENT SURGICAL REGISTRAR required immediately 
at the County Hospital, Lincoln. - —onqguaama at the rate of 
£16 per week with a deduction for reside 

Apply to Secretary, Sheffield eslenal Hospital Board, Old 

Fulwood-road, Sheffield, naming 2 referees. 
SCOTLAND. RED CROSS SANATORIA OF SCOTLAND, 
(156 Beds.) apr ations are invited for the post of ASSISTANT 
MEDICAL OFFICER, 7 which there are 2 vacancies. 1 of 
these vacancies will be of Registrar status while the ‘second 
will be of Senior House Officer grade. Terms and conditions of 
service will be in accordance with the existing national scale. 
A Thoracic Surgical Unit is situated at the Sanatoria and a 
large number of major surgical cases are dealt with annually. 
These posts offer valuable training in the selection of cases for 
major surgery, and in their preoperative and postoperative 
management. 

Apply, giving full particulars of qualifications and experience, 

together with the names of 2 referees, to the Medical Director, 
Tor-na-Dee, Milltimber, Aberdeenshire, within 10 days of the 
appearance of this advertisement. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following posts at 
Stobhill Hospital, Glasgow 

(a) SENIOR HOUSE OFFICER in Peediatric: 

(b) — HOUSE OFFICER in Obstetrics and Gyne- 


cology. 
b appointments in both cases will be for 1 year in the first 


nee. 
Applications, stating age, qualifications, experience and 
present MCT and naming 3 referees, to be lodged by 
Poth April, 1954, with the poeeeteey Board of Management for 
Glasgow N orthern rthern Hospitals, 13, 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance : 
ne in Pathology based at Dumfries and Galloway 
ya 
2 SENIOR REGISTRARS in Peediatrics, 1 based at Stobhill 
Hospital, Glasgow, and the other at the Royal Hospital for Sick 
Children, Glasgow. 
SENIOR REGISTRAR in Tuberculosis based at Dumfries 
and Galloway Sanatorium, Lochmaben. 
mM RA. EGISTRAR in Radiodiagnosis based at Glasgow 
al In 
REGISTRAT. in Peediatrics based at Seafield Hospital, Ayr, 
with experience also in general medicine at hospitals under the 
— = the Board of Management for Southern Ayrshire 
osp 
These appointments are subject to the National Health Service 
(Seotland) superannuation regulations 
Applications (12 copies for 1 ag "16 in all for 2), mae | 
date of birth, qualifications, experience, present appointment, an 
the names of 3 referees, to reach the Secretary, Western Regional 
64, West Regent-street, Glasgow, by 20th 
SOUTHPORT AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 
Southport General Infirmary 
HOUSE OFFICER (resident) surgical and casualty 
uties. 
Southport Promenade Hoépital 
SENIOR. HOUSE OFFICER (resident). Surgeon mainly 
concerned with E.N.T. and orthopedic duties. 
Apply, with copies of 2 testimonials, to— 
T. CROOK, Secretary 
Southport and District Hospita Committee. 
Promenade Hospital, Southport. 
STAMFORD AND RUTLAND HOSPITAL, Stamford. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. SURGICAL REGIS- 
TRAR. Post provides wide experience in general surgery. 
Single accommodation available. Appointment for 1 year, 
renewable for sccond year. 
Detailed applications, including age and names of 3 referees, 
to Secretary of Board, 7, Chesterton-road, Cambridge, by 
Soth April, 1954. Candidates invited to visit Hospital by direct 
arrangement with Hospital Management Committee Secretary, 
Memorial | Hospital, Peterborough. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Srp ions on are invited for the post of SENIOR 
HOUSE OFFICER (E.N.T 
Apply, with copy testimonials, stating age, nationality, and 
full details of previous service, to the Group Secretary, Hospital 
Management Committee, Princes-road. Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
STOKE-ON-TRENT HOSPITAL MANAGEMENT 
prone. are invited for the pre-registration 
at of Hi HOUSE BEFICE R (gyneecology and mainly 
surgery). Recognised for M.R.C.O.G. (gynecology 
aanes. giving full details, together with ‘copy testi- 
monials, to the Group Secretary, Hospital Management Com- 
mittee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (475 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited for post of 
SENIOR HOUSE OFFICER (ophthalmics). Recognised for 
F.R.C.S. and D.O. 
Applications, stating age, and experience, together with 
copy testimonials, to the Group Secretary at Head Office, 
Hospital Management Committee, Princes-road, Stoke-on-Trent, 


Woodside-place, Glasgow, C.3 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for HOUSE OFFICER 
(general surgery), vacant now. Hospital recognised for F.R.C.S. 
examinations, and the post is recognised for experience during 
the pre-registration period. 

Apply, with copy bey oaay stating age, nationality, and 
full details of previous service, to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. BUCKNALL ISOLATION HOS- 
PITAL. STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for the post of SENIOR HOUSE OFFICER 
(medical) vacant shortly. 

Applications, with copy testimonials and full details, to the 
Group Secretary, Hospital Management Committee, Princes- 
road, Stoke- on-Trent. 


STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(938 Beds.) STOKE-ON-TRENT HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the posts of SENIOR 
HOUSE OFFICER (surgical). 2 posts are available if no 
applicants are forthcoming for pre-registration appointments. 
The posts are recognised for F.R.C.S. examination. 

Applications, giving details of previous appointments held, 
together with copies of recent testimonials, should be forwarded 
forthwith to the Group Secretary, Hospital Management Com- 
mittee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(938 Beds.) STOKE-ON-TRENT HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the posts of HOUSE 
a (general surgery) pre-registration. 3 posts. Vacant 
shortly 

Applications, with copy testimonials, to be forwarded to the 
Group Secretary, Hospital Management Committee, Princes- 
road, Stoke-on-Trent. 
STOKE-ON-TRENT. 


CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (obstetrics and gynecology) required. 2 posts vacant 


short] Pre-registration Recognised. for 
M.R.C.O.G. and D.Obst.R.C.0.G 
Detailed applications to the Group Secre' Hospital 


Management Committee, nces-road, Stoke-on-T! 
copy testimonials as soon as possible. _ 


SOUTH EAST ‘REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time RESIDENT REGISTRAR in Chest Diseases to 

ll a vacancy in the approved trainee establishment at the 
Dartford Group of hospitals. Duties will include both care of 
inpatients at Bow Arrow Hospital, Dartford, and clinic work, 
together with the reading of miniature and large films for the 
Mass Radiography Unit in the Mid-Kent Group of hospitals. 
Candidates must have had good experience in general medicine 
and in the diagnosis and treatment of pulmonary tuberculosis 
in adults. The resident accommodation consists of a flat at 
Bow Arrow Hospital, Dartford, for a single practitioner, or a 
small house outside the Hospital for a married practitioner. The 
- eye will be in accordance with the terms and conditions 
of service of hospital medical and dental staffs (England and 
Wales) and will be for 1 year in the first instance. 

Applications giving particulars of age, qualifications and 
experience wit n relevant dates, together with* the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East vente ag Regional Hospital Board, 
ee London, W.1, not later than 17th April, 


mt, with 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in E.N.T. Surgery to fill a vacanc 
in the approved trainee establishment at the Medway an 
Gravesend Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales) and will be for 
1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together ‘with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 17th April, 1954. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint- 
ment as RESIDENT SURGICAL OFFICER to fill a vacancy 
in the approved establishment at the Eastbourne Group of 
hospitals. The salary will be £890 p.a. and the appointment 
will be in accordance with the terms and conditions of service 
of hospital medical and dental staffs (England and Wales) and 
will be for 1 year in the first instance, renewable for a further 


year. 

Applications, giving pegtiouions of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland- place, W.1, not later than 17th April, 1954. 


SOUTHEND GENERAL HOSPITAL. Applications are 
invited for the post of SECOND CASUALTY OFFICER (House 
Officer grade) with duties in the Fracture and Orthopedic 
Department. Post vacant 16th April. 

Applications, &c., to reach the undersigned as soon as possible. 

J.C. FIELD, Secretary. 

SOUTHEND-ON-SEA GENERAL HOSPITAL. (255 
Beds.) RESIDENT CASUALTY OFFICER (Registrar grade) 
for duties chiefly in the Casualty Department, which is under 
the supervision of the Consultant in orthopedic surgery, and 
opportunities for work in Fracture Clinic and association with 
work of Orthopedic Department. Post vacant 5th May, 1954, 
tenable for a period of 6 months and recognised for the F.R.C. 

Applications, &c., to reach the undersigned as soon “as 
possible. C. FIELD, Secretary. 
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SLOUGH. UPTON HOSPITAL. 
REGISTRAR required immediately. 
Applications, stating details of 
Secretary. 
SLOUGH, BUCKS. UPTON HOSPITAL. Senior House 
OFFIC ER’ (casualty) required. Post vacant 17th April. Salary 
on national scale. 
Applications, stating age and qualifications, together with 
testimonials, should be sent to Hospital Secretary. 


SLOUGH, BUCKS. UPTON HOSPITAL. Locum Senior 
HOUSE OFFIC ER (casualty) required. Post vacant 17th April. 
Salary on national scale. 

Applications, together with testimonials, should be sent to 
Hospital Secretary. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPASDIC HOUSE SURGEON required. 
Post recognised for Pre-registration Service and tenable for 6 
months. This Hospital is the centre to which all trauma from 
a large industrial town and port is directed, thus providing 
excellent experience in the treatment of traumatic conditions ; 
=, with orthopeedic conditions are also drawn from a 

e are 

Applications, with copies of testimonials, should be sent as 
soon as possible, to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) CASUALTY a SENIOR HOUSE 
OFFICER (orthopedic) required for the above Hospital 
(Orthopeedic Unit 74 Beds). This Hospital is the centre to which 
all trauma from a large industrial town and port is directed, 
ew excellent experience in the treatment of traumatic 
conc ons 

Applications, with copies of testimonials, to be submitted 
as soon as possible, to the Secretary, Southampton Group 
Hospital M nt Committee, Bullar-street, Southampton. 
SOUTHAMPTON. eth SOUTH HANTS HOSPITAL 
(278 Beds) AND SOUTH GENERAL HOSPITAL (471 pets). 
SENIOR HOUSE OFFICE ER (E.N.T.) required immediate] - 
This post is recognised for the F.R.C.S. (Eng.) and D.L. 
examinations and provides experience in all branches of E.N.T. 
work, including audiometry. The Group includes a diagn 
and distributing hearing-aid centre. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible, to the Secretary, Southampton 


Locum Anesthetic 


experience, to Hospital 


Group Hospital Management Committee, Bullar-street, 
Southampton. 
STOCKPORT. STEPPING HILL HOSPITAL. Locum 


SENIOR HOUSE OFFICER (anesthetics). 
resident or non-resident. 

Immediate application to the Secretary, Stockport and 
Buxton Hospital Management Committee, 59B, Shaw-heath, 
Stockport, Cheshire. 


SUNDERLAND AREA HOSPITAL MANAGEMENT 
COMMITTEE, . Applications are invited for the appointment of 
RESIDENT ANASTHETIST (Male or Female) to undertake 
duties at hospitals within the above Group. Grading of the post 
will be as Senior House Officer. Salary £670 p.a., less £120 in 

= of residence which will be provided at the Orthopedic 

Accident Hospital, Sunderland. The post offers exceptional 
experience for the D.A. with Consultant Anesthetists and, bei 
— a Teaching School, very good opportunities to atten 
jectures. 

Apply to the Group Secretary, Sunderland Area Hospital 
Management Committee, General Hospital, Sunderland, naming 
2 referees. 
SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners are 
invited to apply for the resident post of SENIOR HOUSE 
OFFICER in the E.N.T. Department of the above ice 
The recognised under the regulations of the F.R.C.S 
(E.N.T.) and the D.L.O. 

waking age, qualifications and experience, should 
be forwarded to O. Ye HOWELLS, Group Secretary. 
St. Helen’s-road, Swansea. 


SWANSEA HOSPITAL. (403 Beds.) Giantawe Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of HOUSE SURGEON (recognised for Pre-registration Service) 
at the above Hospital. 

Applications, with full particulars, should be sent to the Group 
Secretary, Glantawe Hospital Management Committee, St. 
Helen’s-road, Swansea. 

TUNSTALL. BURSLEM, HAYWOOD AND 
pol —— HOSPITAL. (96 Beds.) STOKE-ON-TRENT H 

EMENT COMMITTEE. Applications are invited for SEN. IOR 
HOUSE OFFICER (surgical). 

Apply, with ay testimonials and details of previous goes. 
ments eld, to the fee, Pri Secretary, Stoke-on-Trent Hospital 

nage ment, Committee, Princes- road, as soon as possible. 


TREDEGAR QENERAL HOSPITAL. (20 miles from 
Newport and 24 from Teaching Hospital at Cardiff; 6 miles 
from the Vale of Usk, Surgical Unit of 50 Beds, with also 
6 orthopedic beds, under daily supervision of Consultant 
Surgeon and visiting supervision of Orthopedic Surgeon. Busy 
yatient and Casualty Departments.) 

SENIOR H HOUSE OFFICER (surgery ). 

OUSE SURGEON (pre-registration if suitable candidate 

available). 

Senior House Officer post tenable 12 months ; salary £670, 
less agreed deduction for full residential emoluments. House 
Officer post tenable 6 months ; salary £400-£500, less agreed 
decuction for married quarters and emoluments or £100 p.a. for 
single residential emoluments. 

Apply with full particulars to the Group Secretary, Hospital 
Management Committee, St. Martins-road, Caerphilly, near 


The post may be 
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TREDEGAR, MONMOUTHSHIRE. ST. JAMES HOS- 
PITAL. (156 Beds for acute medical, geriatrics, obstetrics includ- 
ing abnormal cases—24 miles Cardiff and 6 Vale of Usk.) 
HOUSE OFFICER (pre-registration if suitable candidate 
available). Busy Pathology Department with Group Blood 
Bank. ees £400-£500, less appropriate deduction for married 


q 

with full to Group Secretary, Hospital 
St. Martins-road, Caerphilly, near 
Jardi 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. RESIDENT MEDICAL REGIS- 
TRAR required at above Hospital which may be visited by 
direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Windsor Group Hospital Management Commit tee, 
Alma-road, Windsor, by 11th April. 


WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
THORACIC UNIT. Applications invited for the following appoint- 
ment in the Leeds Regional _Thoracic Centre (54 Beds) at 
Pinderfields General Hospital : 
SENIOR HOUSE SURGEON, salary £670 p.a., less a charge 
of £130 board, lodging, &c., or 
Locum $ R HOUSE SURGEON, salary £13 per week, 
less a <a of £2 10s. a week for board, lodging, &c. 
Address written a, with full particulars and 2 
names onl or reference, to— 
E. Eastwoop, Deputy Group Secretary, 
Hospital. HD nn Committee No. 10 Wakefield B Group. 
Victoria Chambers, Wood-street, Wakefield. 
WARRINGTON INFIRMARY. Warrington and District 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from qualified practitioners for the vacancy of RESIDENT 
ANZ STHETIST (Senior House Officer grade), Male or Female, 
Scale of salary £670 p.a., less 


at the Warrington Infirma' 
£130 p.a. for residential emoluments. 
Applications to— 
Secretary, 
anagement Committee. 


WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical practi- 
tioners for the resident appointment of HOUSE SURGEON 
(non pre-registration). The appointment will be for a period 
of 6 ene in the first instance and may be renewed for a 
further 6 mont! 

Applications, ‘stating age, qualifications and experience. 
together with names and addresses of 2 referees, should be 


H. L. Boot, Grou 
Warrington and District Hospital 
c/o General Hospital, Warrington. 


addressed to the Secretary, Weston-super-Mare Hospita! 
Management Committee. 
WINDSOR. KING EDWARD VII HOSPITAL. House 


SURGEON in General and Orthopedic Surgery required (Male 
or Female). Post vacant 18th May. Recognised for F.R.C.S 
Preference given to persons seeking pre-registration House 
Officer post under Medical Act, 1950. Applicants required to 
be members of a Medical Protection Society. 

Applications, stating age, nationality, qualifications with 
dates, and copies of ll 2 or names of 2 referees, 
to Hospital Secretary by ilth / 1. 


WINDYGATES, FIFESH CAMERON 1.D. HOS- 
PITAL. RESIDENT HOUSE PHYSICIAN required for 6 


months. The post is recognised for Pre-registration Service. 
The hospital consists of 100 infectious diseases beds, including 
12 for treatment of tuberculous meningitis, and 30 chronic sick 
beds. Salary in accordance with national scale. 

Apply, with copies of 2 recent testimonials, to the Medical 
Superintendent, East Fife Hospitals Board of ment. 
243a, High-street. Kirkcaldy. 


WIRRAL. LEASOWE CHILDREN’S HOSPITAL, More- 
TON, WIRRAL, CHESHIRE. (223 Beds.) NORTH WIRRAL HOSPITAL 
MANAGEMENT Nas pnd Applications are invited from duly 

qualified medical practitioners for the post of RESIDENT 
MEDIC AL OFFIC E R (Senior Hotse Officer grade) at the above 
Hospital specialising in the treatment of long-term orthopedic, 
non-pulmonary tuberculous and general pediatric conditions. 
This appointment, now vacant, gives ample nny to a practi- 
tioner reading for a higher qualification. Salary in accordance 
with National Health Service regulations—i.e., £670 p.a., less 
£100 p.a. in respect of board, &c. 

Applications, giving full details of age, qualifications and 
experience, together with names and addresses of 3 referees, to 
Hospital Secretary, Leasowe Children’s Hospital, Leasowe, 


Moreton, Wirral, Cheshire. 
WORCESTER (near). KNIGHTWICK SANATORIUM. 
(104 Beds.) Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER. The post, which is resident, 
would be suitable for a candidate convalescent from tuberculosis. 
Single quarters provided. There is ample opportunity for gaining 
experience in the modern treatment of pulmonary tuberculosis 
and minor thoracic surgery is frequently undertaken. Arrange- 
ment could be made for chest clinic work if desired. 
Applications, stating age, qualifications and experience, 
should be sent to the Secretary at Worcester Royal Infirmary. 


WORCESTER ROYAL INFIRMARY. (243 Beds.) Appli- 
cations are invited for the appointment of SENIOR HOUSE 
OFFICER in Surgery which is now vacant. he appointment, 
which is recognised for the F.R.C.S examinations, is the senior 
of the resident surgical posts and offers wide experience in 
surgery. A charge of £130 p.a. will be made for residentia) 
emoluments. 

Applications to the Secretary, from whom further particulars 
may be obtained. 
WORCESTER ROYAL INFIRMARY. 
“eee required immediately. 


House Surgeon 


to the Secretary, whom further particulars 
may ned. 
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WELSH REGIONAL HOSPITAL BOARD. Registrar 
(general medicine), St. David’s Hospital, oe (resident/ 
non-resident). Subject to review end of first y 

Application forms from Senior ‘Administrative M Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WHITEHAVEN HOSPITAL, Cumberland. (109 Beds 
and Annexe of 19 Beds.) HOUSE OFFICER (obstetrical and 
gynecological), House Officer or Senior House Officer grade. 
Vacant Ist May. 


Detailed applications, with dates and copies of 2 testimonials, 
to Secretary. 


WOLVERHAMPTON HOSPITAL 
COMMITTEE GROUP NO. 16 BIRMINGHAM REGION. Applications 
oy RESIDENT SURGICAL REGISTRAR for 

w Cross Hospital (636 Beds) with some duties at The Royal 
Hospital (310 1] Beds), preferably F.R.C.S. Appointment vacant 


now. 
Pp 3 referees, to Group Secretary, The Royal 
WOLVERHAMPTON HOSPITAL MANAGEMENT 
COMMITTEE GROUP NO. 16 BIRMINGHAM REGION. 
The Royal Hospital, Wolverhampton (an Associated 
Hospital of the University of Birmingham Medical School) 
mer HOUSE OFFICER or HOUSE OFFICER (Fracture 
and Orthopredic Department), vacant now. 
HOUSE OFFICER (Ear, Throat and Nose Department), 
vacant now. 
New Cross Hospital, Wolverhampton 
HOUSE OFFICER (general surgery), vacant now 
og with copies of 3 recent testimonials, ‘to be sent 
COCKBURN, Group Secretary. 
The Royal Hospital, 


YORK A HOSPITAL MANAGEMENT COMMITTEE. 
Locum ANASSTHETIC REGISTRAR (whole-time), required 
for 12 weeks—April, May, and June. Salary £16 per week. 

Applications to the Secretary, York A Hospital Management 

Committee, Bootham Park, York. 
NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applic ations for whole-time posts as REGISTRARS in 
hospitals in Northern Ireland for the period Ist October, 1954- 
30th September, 1955. Vacancies will occur in al) specialties, 
and appointments will be made in either of 2 grades, viz., Senior 
Registrar or Principal Registrar, the analogous grades in Great 
Britain being Registrar and Senior Registrar. Some of the 
appointments will be made jointly by the Queen’s University, 
Belfast, and the Authority, and will involve teac hing and other 
University duties as Senior or Principal Tutor. 

Applications, stating the specialty in which the applicant is 

interested, should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Victory Buildings, 44-46, Queen-street, 
Belfast, and which must be returned so as to be received not 
later than 30th April, 1954. 
NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a post as ASSISTANT MEDICAL 
OFFICER at Londonderry and Gransha Hospital, Londonderry 
(a Mental Hospital). The post will be on a whole-time basis. 
for which the salary will be on the scale of £700-£50-£1000 p.a. 
n the first instance, appointment will be for the period ending 
30th September, 1954. 

Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Victory Buildings, 44-46, Queen-street. 
Belfast, and which must be returned to him so as to be received 
not later than 17th April, 1954. 


acy eee MAELOR GENERAL HOSPITAL. (513 
eds. 


WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
HOUSE SURGEON at the above Hospital to commence 
apn: The appointment is recognised for the Diploma 
of F.R.C.S. (Eng. and Edin.). Salary will be at the rate of 
£350, £400, or £450 p.a., according to experience, less £100 p.a. 
for full residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, should 
be addressed to— 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 

Maelor General Hospital, Croesnewydd-road, Wrexham. 


YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 
Westwood Hospital, Beverley, Yorks (228 Beds) 
a) ORTHOPADIC HOUSE SURGEON (Senior House 
cer), vacant now. Recognised for F.R.C.S 
(b) HOUSE SURGEON (first, second, or third Bost. vacant 
now. Pre-registration post. Rec ognised for F.R. General 
surgical duties, some orthopedics. 
wesauere (Mental) Hospital, Beverley, Yorks (650 


eds ) 
(c) HOUSE PHYSICIAN (first, 


second, or third post), 
vacant now 
East Riding General 


Driffield, Yorks 
(247 Beds) 


(d) HOUSE PHYSICIAN (first, second or third post), vacant 
end April. Duties to include acute and chronic sick and 
casualties. Pre-registration post. 

(e) HOUSE SURGEON (first, second or third post), py 
end April. Recognised for F.R.C.S. General surgical duties. 
Pre-registration post. 

Salary for (a) is wep hl x a and for (b), (ec), (d) and (e) is 
£350-£450 p.a. Fully qualified practitioners may apply for the 
pre-registration posts. 

Detailed applications to Secretary, 
Beverley, Yorks. 


YORK A AND TADCASTER HOSPITAL MANAGEMENT 
COMMITTEE. 
York. Military Hospital (Spetteen Wing) (60 Beds) 

Required, SENIOR HOUSE OFFICER (resident or non- 
resident) as from nit June. There are 18 gynecological beds, 
30 general surgical beds and 12 medical beds. The Hospital is 
associated with the County Hospital (general hospital of 269 
Beds), where relief casualty and emergency work and relief work 
for House Surgeons may be undertaken and — residence 
can be provided. Salary £670, less £153 for residen 

York. Fairfield Sanatorium (63 Beds) ; City ‘Hospital 
(265 Beds) 

Required, SENIOR HOUSE OFFICER (non-resident) in 
Cheat” Diseases and General Medicine, as from ay, 
= half-time at Fairfield Sanatorium (63 ey ), and at the 
City Hospital where 8 beds are reserved for investigation of 
chest cases, and where outpatient refill clinics are held, the 
remainder of time at the County and City general hospitals 
(269 and 265 Beds respectively), in the Department of General 
Medicine. Previous experience in treatment of tuberculosis an 
advantage. Salary £670 

Applications, giving age, nationalit ty epernees, qualifica- 
tions, and names of 2 referees, immediately to the Secretary, 
York A and Tadcaster Hospital Management Committee, 
Bootham Park, York. 


NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a whole-time post as REGISTRAR in 
Psychiatry under their Special Care Scheme for persons suffering 
— arrested or incomplete development of mind. 

Applications should be made on a form, which v-! be obtained 
(with further particulars) from the Sec retary, Northern Ireland 
Hospitals Authority, 44—46, Queen-street, Belfast, and which 
rm be returned so as to be received not later than 30th April, 

54. 


Hospital, 


Westwood Hospital, 


NEW ZEALAND. WELLINGTON HOSPITAL BOARD, 
WELLINGTON, NEW ZEALAND. Applications are invited from 
registered medical practitioners for the position of SENIOK 
MEDICAL REGISTRAR at the Wellington Hospital, duties tu 
commence as soon as possible and continue for balance of 1954. 
Applicants must either hold an appropriate high qualification 
or at date of commencement of duties be qualified for 5 years 
including at least 2 years as a Junior House Surgeon or a Senior 
House Surgeon, or a Junior Registrar. Salary in accordance 
with the Hospital Employment Regulations, commencing salary 
being £806 5s. p- .a. plus the General Wage Increase of 10% with 
@ maximum of 24s. per week. Plus £179 8s. p.a. living-out 


allowance. 
Applications, stating age, qualifications, whether married o1 
single, and giving a complete concise statement of experience. 


will be received by the undersigned up to 9 A.M. on Wednesday. 
28th April, 1954. J. B. I. Cook, Secretary. 


Public Appointments 


BIRMINGHAM. CITY OF BIRMINGHAM. Public 
HEALTH DEPARTMENT. Applications are invited for the appoint - 
ment of Full-time or Part-time ASSISTANT DENTAL 


OFFICERS in the Maternity and Child Welfare Department. 
Duties will be concerned with the dental inspection and treat - 
ment of expectant and nursing mothers and young children u): 
to the age of 5 years. In the case of whole-time posts, the 
officer appointed will be required to devote his, or her, whol 
time to official duties. The salary paid will be in accordance 
with the Whitley Council Awards for Dental Officers (Loca! 
Authorities). The appointment is superannuable and subject 
to passing a medical examination and will be terminable by 1 
months notice on either side. 

Applications, stating qualifications and ex xperience, with the 
names of 3 referees, to be sent to the Medical Officer of Health. 
Council House, Birmingham, 3, net later than 24th April, 1954. 
CANADA. SASKATCHEWAN - PSYCHIATRIC SER- 
ViIcEsS. Applications invited for 7 VACANCIES in Psychiatry 
(5 clinical, 2 research) in the provincial Psychiatric Services of 
the Province of Saskatchewan. Salary rgnge from $5160 to 
$6384 with accommodation available in most cases. Considera- 
tion will be given to previous psychiatric experience and promo- 
tion is possible to Clinical Director at maximum $9300. 

Written applications, with full particulars of training and 
experience, should be addressed as soon as possible to Saskat- 
chewan House, 28, Chester-street, London, S8S.W.1. Interviews 
will be arranged early in April. Altes 
LONDON COUNTY COUNCIL. Medical Officer for 
B.C.G._ vaccination. Applications invited from registered 
medical practitioners for appointment as Whole-time MEDICAL. 
OFFICER in the Public Heaith Department. Salary £950 
£50-£1300, commencing according to previous experience. 
Duties in first instance primarily anti-tuberculosis work with 
children. May be required also for general medical work. 
Experience in peediatrics and in tuberculin testing and B.C.G. 
vaccination an advantage. 

Application forms : The Medical Officer of Health (PH/D.1). 
The County Hall, 8.E.1, returnable by 24th April. (322.) 
WEST MIDLANDS GAS BOARD. Applications are 
invited for the post of ASSISTANT MEDICAL OFFICER. 
Candidates should have a good clinical background and a general 
interest in the field of occupational health. The successful 
candidate will be based in Birmingham, and will be required to 
undertake clinical duties in the City and in other parts of the 
Board’s Area. The post is pensionable and the successful candi- 
date may be required to pass a medical examination. Com- 
mencing salary will be not less than £1120 p.a. Experience and 
qualifications will be taken into account when fixing the coms 
mencing salary. 

Applic ations, giving full details of age, qualifications, experi- 
ence and the names of 3 referees, should be sent to the Industria! 
Relations Officer, West Midlands Gas Board, 6, Augustus-road. 
Birmingham, 15, not later than 26th April. 

F. H. CURETON, Secretary to the Board. 
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LEEDS. CITY OF LEEDS. Public Health Department. 
Applications are invited from suitably qualified and registered 
medical practitioners for the post of ASSISTANT MEDICAL 
OFFICER. The duties of the appointment will be mainly 
epidemiological in connection with Immunisation and Infectious 
Diseases Control, and such other duties as may from time to 
time be required. Salary scale £950 p.a., rising by annual 
increments of £50 to a maximum of £1300. In determining the 
commencing salary, due consideration will be given to previous 
experience and eS: The first increment will take 
effect on Ist April followfhg. the completion of 6 months satis- 
factory service The person appointed will be required to pass a 
medical examination and to contribute to the superannuation 
= — under the Local Government Superannuation 

cts 

Applications, endorsed ‘‘ Assistant Medical Officer,’’ must be 
delivered at the Public Health Department, 25, Kast -parade, 
Leeds, 1, not later than 10 a.M. on Monday, 19th April, _ 
Canvassing in any form, either directly or indirectly, will b 
disqualification. I. C. Davirs, Medical Officer of Health. 


MIDDLESEX COUNTY COUNCIL. County Health 
DEPARTMENT. DEPUTY AREA MEDICAL OFFICER required, 
initially in Area 9 (Heston and Isleworth, Southall, Brentford 
and Chiswick). Administrative and clinical duties mainly under 
National Health Service and Education Acts. Must be prepared, 
if required, to undertake also duties of Medical Officer of Health 
or Deputy of 1 or more of the districts in the Area. Degree or 
Diploma in State Medicine or Public Health and practical 
experience in Public Health administration essential. Whole- 
time, established. Subject to medical assessment and prescribed 
conditions. Salary £1200 rising to £1500 p.a. May be appointed 
initially as a Medical Officer of Health for Borough of 
Heston and Isleworth for 20% of whole-time, in which case 
over-all salary scale for mixed appointment, as Medical Whitley 
Council awards, would be approximately £1275 rising to £1575 


p.a. 
Apply (no forms), stating age, qualifications, experience, and 
names of 2 referees, to Area Medical Officer, 92, Bath-road, 
Hounslow West, by 17th April (quote N.250L). Canvassing 
disqualifies. 

Rapcuirre, Clerk of the County Council. 
MINISTRY OF LABOUR AND NATIONAL SERVICE. 
MEDICAL BOARDS AND DISABLEMENT ADVISORY COMMITTEES. 

From time to time vacancies occur in the panels of medical 
practitioners who are prereset to serve, as required, as members 
of National Service Medical Boards, Such Boards meet at 
intervals according to the requirements of the area and payment 
is on a sessional basis. A General Practitioner wishing to be 
considered for any vacancy which might arise in the panel of 
the Medical Board nearest to the district in which he resides, 
should make his wish known to the appropriate Local Medical 
Committee or to the Secretary, Ministry of Labour and National 
Service, Cumberland-terrace, ree N.W.1. 

Occasional vacancies also’ occur in the membership of that 
Department’s Disablement Adviso' Committees and their 
Panels. A General Practitioner wishing to be considered for 
such appointment should = sri to his Local Medical 
Committee or the Secretary, M sti Labour and National 
Service, 32, St. James’s-square, S.W.1 


NORTHUMBERLAND COUNTY COUNCIL. Applica- 
tions are invited from tered medical practitioners for the 
appointment of an ASSISTANT COUNTY MEDICAL OFFICER 
to undertake duties primarily connected with maternal and 
child welfare. Salary will be in accordance with the scale of 
£950 rising by annual increments of £50 to £1300 p.a. Previous 
experience may be taken into consideration in determining the 
commencing salary. Travelling and subsistence allowances will 
be paid in accordance with the Council’s scale. The appointment 
is subject to superannuation and will be determinable b 
3 months notice on either side. The successful candidate w 
be required to pass a medical examination. 

Forms of application and ony further particulars required 
may be obtained from the undersigned and must be returned 
not later than 24th —. 1954. 


JOHN B. TILLEY, Medical Officer. 

__ County Hall, Mencteatie upon Tyne, 1 
STAFFORDSHIRE COUNTY COUNCIL. pointment 
of ASSISTANT COUNTY MEDICAL AND SCHOOL MEDICAL 
OFFICERS. Applications are invited from fully qualified 
medical practitioners for the above-mentioned a 
and those holding the Diploma of Public Health will be given 
preference. The candidates appointed will undertake clinical 
work in the School Health and Child Welfare Services under the 
direction of the County Medical Officer of Health and will be 
required to perform such other duties as may from time to time 
ey prescribed. The salary scale is £950 p.a., rising by annual 
increments of £50 to a maximum of £1300 p.a., and previous 
similar service may be taken into consideration ‘when decidin: 
the commencing rate. Each selected candidate may be require 
to provide a motor-car, for which allowances will be paid in 
accordance with the County Council scale. A lodging allowance 
of 25s. per week and return railway fare home every 2 months 
will be paid for a maximum period of 6 months where the 
successful candidate is married and has to continue to maintain 
a home outside the geographical County while seeking housing 
accommodation. Each appointment will be terminable by 3 
months notice in writing on either side and subject to the 
provisions of the appropriate superannuation Acts and regula- 
tions, in which connection the selected candidates must pass a 
medical examination and submit their birth certificates. 

Forms of application may be obtained from the undersigned 
nd should be returned to the County Medica! Officer of Health, 
County Buildings, Stafford, not later than 24th April, 1954, 
together with copies of not more than 3 recent testimonials. 

T. H. Evans, Clerk of the County Council. 

County Buildings, Stafford, 25th March, 1954. 


ROTHERHAM. COUNTY BOROUGH OF ROTHERHAM. 
HEALTH DEPARTMENT. Applications are invited from registered 
medical practitioners for the a of ASSISTANT 
MEDICAL OFFICER OF HEALTH AND SCHOOL MEDICAL 
OFFICER at a salary within the scale £950 p.a. by annual 
increments of £50 to a maximum of £1300. The duties will 
chiefly concern School Health and Child Welfare Services. 
Forms of application and conditions of appointment may be 
obtained from the Medical Officer of Health, Munic ie Offices, 
Rotherham, and must be returned to the undersigned, endorsed 
“ Assistant Medical Officer,”” not later than 19th April, 1954. 
Canvassing will disqualify. JOHN S. WALL, Town Clerk. 
__ Municipal Offices, Rotherham. 


TREASURY MEDICAL SERVICE. Applications are 
invited from medical practitioners, practising in the districts 
detailed below, for appointment, in a part-time and mainly 
advisory cay yacity as LOCAL TREASURY MEDICAL 
OFFICER = pone] of the places or groups of places shown. 
The town shown in brackets after the place-names indicates the 
Head Post Office Area in which the place, or group of places, is 
situated. Successful applicants will be required to examine and 
report on the condition of certain Government Officers, teachers. 
candidates for appointment, Sage who may be referred to — 


from time to time; and to attend when summoned to an ~ 


emergency case of accident or sudden illness . in a 
Government office in the neighbourhood. Fees for this work, 
and mileage allowance where necessary, will be paid on & scale 
agreed with the British Medical Association. 

Intending applicants should write. within 14 days, ve Treasury 
Medical Adviser, Treasury Chambers, Whitehall, S.W.1, for a 
form on which application may be made. Applicants ‘should 
be not more than 60 years of age. The places for which applica- 
tions are invited are as follows :— 

ENGLAND AND WALES 

(Bodmin). 

New Malden (Kingston-on-Thames). 

Rhyl (Rhyl). 

Cannock (Walsall). 

Ruabon (Wrexham). 


SCOTLAND 
Turriff (Banff). 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies 


Woman Gynecologist, with an interest in the psychiatric 
spunea. required to run a special clinic for Vaginismus cases 
at the North Kensington Marriage Welfare Centre. Fee on a 
sessional basis.—Write, giving qualifications and experience, 
to Lg Secretary, 12, Telford-road, W.10. Closing date 20th 
Apri 


won known Nursing-home of high repute, standing in 
own grounds in good residential a. with open outlook, 
taking ae). medical and maternity cases, for sale, in Midland 
Spa, owing to retirement of owner. RAW equipped theatre ; 
11 rooms (some double) ; be ustable (Lawson Tait). 
Excellent staff accommodation. Consulting and waiting rooms. 
Oil-fired Aga stoves. Freehold.—For 
—, apply to Secretary, Priors Nursing Home, 51, Lillington- 

eamington Spa. 


a lace, W.1. Attractive flat in modern block ; 
4 principal bedrooms ; 2 bathrooms, 2 reception, kitchen, 
3 staff rooms, &c. All services. Suitable combined residential/ 
consulting-room use.—Managing Agents, MARCUS LEAVER & Co., 
42, Sackville-street. W.1 (MAYfair 4266). 


New Building, Wimpole-street. This is of interest to 
5 professional men who desire to combine their practice and 
residence at 1 address. The advertisers are proposing to erect 
a new 6-storey building. Each of the upper floors has an area 
of 2420 sq. ft. planned for 1 occupation. The accommodation 
will comprise : A consulting-suite of 3 rooms with own toilets, 
&e., 7" living accommodation, 2 large reception-rooms, 3 
rooms, 2 bathrooms, kitchen and usual services. Whilst the 
living and professional accommodation are inter-communicati 
each has its separate entrance and is entirely self-contained. 
The space available allows the planning of large, well-ventilated 
rooms and individual requirements can at this stage be incor- 
poses. All modern conveniences will be incorporated—central 
eating. constant hot water, lifts and porterage. The architec- 
ture, construction and finish of the building will be in the very 
best style. suited to its intended purpose. There will be garage 
space and box-rooms in the lower ground floor, with direct 
access to lifts serving the building. It is hoped that the building 
will be available for occupation within about 18 months. The 
advertisers are seeking to sell the 99-year lease of each floor 
at a modest ground rent, for a capital sum in the region of 
£12,500. Tenants will be required to pay the usual outgoings 
—rates, heating, lighting, cleaning charges, maintenance, &c. 
Generous mortgages may be arranged if required. A _ typical 
floor plan showing mq details will gladly be ee to interested 
inquirers.— Address, No. 913, THE LANCET Office, 7, Adam-street, 
Adelphi, London, W.C. 3, 


Austin A30, A40, and A70 range—new Ford Popular and 
all Show Models. Limited number of orders now ote sma 
from proven essential users.—Application form, broch 
easy terms, from: H. a SAUNDERS Ltp., 140/144, Golders 
Green-road, London, N.W.11 

“ Pregnancy Diagnosis by ; the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 1s. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIFS, 26,  Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 


Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.—WaALLacE HEATON 
Ltp., 127, New Bond-street, W.1. 
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LIVER INJECTION U.S.P. - 20 MICROGRAMS 


NOW AVAILABLE IN 
GREAT BRITAIN 


LEDERLE’S undisputed reputation for superior Liver Extracts stems from a 
quarter of a century’s experience in liver-extract research. Their latest liver extract— 
Liver Injection U.S.P.—20 Micrograms—described in a recent British study as 
“ significantly more potent” than other extracts* is now available to doctors in 
Great Britain. Liver Injection U.S.P.—20 Micrograms Lederle contains 20 »g. of 
vitamin B,2 activity in each cc. and is especially suited to the prolonged treatment 
of pernicious anaemia because of its small volume, high concentration of anti- 
anaemic substance and low concentration of solids — qualities which ensure minimum 
patient discomfort and maximum therapeutic effect. In addition it is outstandingly 
useful in everyday practice for hepatic and metabolic stimufation. 


*A review of pernicious anaemia patients on liver extract maintenance over several years 
showed a deterioration in their red-cell count and clinical conditions. * A change to 
Solution Liver Extract Concentrated Lederle (now known as Liver Injection U.S.P.— 
20 Micrograms) brought about striking improvement in 20 of the 25 patients who 
had been maintained on extracts, as well as in 3 patients who had neglected their 
treatments. The author concluded from the definite response to the change of treatment 
that the Lederle Extract was significantly more potent than those previously used. 


Lancet (1950) 1, 1064 


Available in 


boxes of 3x1 cc. vials Literature on request 


LEDERLE LABORATORIES DIVISION 


BUSH HOUSE - ALOWYCH + LONDON, W.C.2 + TEMPLE BAR 5411 
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8 to 24 hours 
of Allergy Relief 


from a single dose of 


DI-PARALENE 


(Chlorcyclizine Hydrochloride, Abbott) 


Auerey patients like the convenience, effectiveness and economy 
of this longer-lasting antihistaminic. Published reports show that 
DI-PARALENE—with a piperazine side chain rather than one of the 
conventional type—in many cases provides 24 hours of relief with a 
single dose. Initially, DI-PARALENE should be administered in 50 mg. 
doses three times a day for the average adult, but in the majority of 
cases this can later be reduced to one or two doses a day. Side-effects 
are comparatively few and mild. 


This season try longer-acting DI-PARALENE— 
available in 50 mg. tablets, bottles of 25, 100 and 500. 


REFERENCES: 

N.Y. St. J. Med., (1950), 50: 2297, Oct. 1. 
Ann. Allergy, (1950), 8: 32, Jan.—Feb. 
J. Nat, Med. Assn., (1950), 42: 293, Sept. 
South Med., J., (1950), 43: 632, July. 


Ann, Allergy, (1950), 8: 682, Sept.—Oct. 
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